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ABSTRACT 
                  OR PATIENTS'?: A STUDY 011' BOUNDARY 
CROSSING IN A STATE PSYCilIATRt"C CENTER 
Hussein M. Ibrahim 
An increasing number of clients. are seeking admission to 
state mental hospitals to satisfy non-psychiatric needs. The study 
describes th1.s phenomenon, its possible causes and its consequences. 
The study draws profiles of these clients' characteristics, problems, 
needs, and level of functioning. Clients' expectations from the 
state hospital and differences ·between them and the.hospital in-
patient population are explored., 
The study was conduoted on· a time sample of 100 clients who 
sought admission to a'New York State psychiatric center. The' 
client sample were found not in need of inpatient treatment and 
were referred to an emergency housing program. Data were gathered 
through structured and unstructured ,questionnaires, interviews with 
clients, staff, ,center officials, and the center's statistical and 
patients' records. Chi-Square Test and Spearman Correlation 
were used to test relatiousliil..pll·, botween                        
Study data indicated that: 
- The majority of clients were young, white, single, males, 
unemployed, educate,d below ,high school               and'were living with 
a relative or a friend 'at, the tiJII.e they appeared for admission. 
- Client's self assessment and staff asseKSmtmt of client!;' 
needs suggested that housing and fi.nancia] aid .were significant to 
more clients than psychiatric treatment. 
Clients's self assessment and staff assessments of individual 
client's level of functioning indicated that the majority of clients 
ware able and willing to live independently in community settings. 
The majority of clients sought admission to the psychiatric 
center expecting help with housing, financial and emotional problems 
in that order. 
Client sample and patients admitted to the center dur1ng the 
.same period did not differ significantly with regard to age, sex, 
race, Teligion and martial status. The two populations differed 
.:In admission status, educational level, employment status, and 
sources of referral to the Center. 
The study recommended a clear boundary distinction of psychiatric 
and non-psychiatric services and that psychiatr1c admission be based 
on psychiatric rather than social factors. The study also recom- . 
mended several policy and.planning options in dealing with the problem. 
A major option was"the initiation of local personal               service 
centers to service clients with non-psychiatric problema. 
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CHAPTER I 
INTRODUCTION: PSYCHIATRIC SERV1CES AND SOCIAL SERVICES 
THE BOUNDARIES QUESTION 
For the past two· decades scholars and practit!oners have been 
debating the boundaries of psychiatry as a medical speciality and 
the scope of community mental health services in general. l In the 
United States this debate has dominated professional forums and 
journal articles 'since the enactment of the Community Mental Health 
Centers (C.M.H.C.) Act in 1963. 
At the tme the C.M.H".C. liill waS' enacted, disease was per-
ceived &y many mental health professionals as a socially defined 
condition and mental liealth was conceived as a social problem. 2 
The established Community Mental Health Centers, as Duhl and Leopold 
indicate, reflected "the expansion of the. mental health world's 
system conceptibn to include non-menta1 illness· concerns but con-
tinued to rely upon psychiatry as the ruling discipline for the 
1 
lSee for example, .klfred Kahn, "Planning and Practice Perspec-
tives on Boundaries of Coaimunity Psychiatry" in Leigh M. Roberts, et 
al., Editors, .Community Psychiatry (Madison: University of Wisconsin 
Press 1966), py. 165-181. 
See also, on the topic· of professional boundaries and social diagnosiS 
vs. psychiatriC1- diagnosis, Jack Kahn, "A. London                     Mental Health 
Service" in Leonard Duhl and 'Robert Leopold, (Eds.) Mental Health and 
Urban Social Policy (San Francisco: Jossey Bass, Inc., 1968) p. 231. 
2·Iluhl and Leopold, ''Mental Heal tho and Political Science.,"        
p. 3. . 
2 
                    Duh1 and'Leopold. two prominent psychiatrists. held that 
social problems cannot be solved by anyone organization. whether 
headed by psychiatrists. social workers, or educators. They advocated 
a system's approach for service delivery in which "not anyone program 
has ' a larger impact.,but rather that all programs together have a 
greater impact.,,2 Duh1 and Leopold also recommended in the 1960's that 
the NIMH t,ake the final step away from psychiatric concerns into a 
broad strategy for mental health which "acknowledges that Ii dollar's 
worth of effort in low-income housing may payoff more         a dollar 
:Invested in psychiatric treatment. ,,3 
Opponents of this view,. argue that the remedy to social probleuis 
does not lie in psychiatrists abandoning             medical model and 
adopting an ecological one. S11Ch a view suggests that psychiatrists 
should concentrate their efforts and expertise in treating mentally 
ill individuals and leav.e non-psychiatric problems for other interven-
tion systems. 4 
Another basic assumption of the C.M.B.C. Act. namely. the compre-
hensive service concept. was recently challenged. This assumption 
suggests that by integrating all community services under one C.M.H.C •• 
IIrh,e high risk members of the community, whether patients or potential 
lIbido • p. 11. 
2I bid •• p. 14. 
3Ibid •• pp. 14-15. 
4jQllepll Giordano. Ethnicity and Mental Health (New York: National 
Projsct on Ethnic America of the American Jewish Committee Institute 
of Human Relations. 1973) p. 34. 
. patients. would not get lost somewhere along the line to the same 
isolation and be1p1essness that had originai1y hs1ped to produce 
the illness or the proJ)aliility of illness."l Opponents refute this 
assumption on three grounds •. fhe first is the lack of scientific 
evidence to indicate that ecological factors cause mental illness. 
Wing elaborates on this point and suggests. " ••• to think that 
schizophrenia will be                   in a society wbere everyone is we11-
housed is to indulge in fantasy. ,,2 Second. the findings of the 
labeling theory3 imply that by placing community services under psy-
chiatric and mental health &anners. clieuts of non-psychiatric 
services will lie considered as patients. The end result is a mental 
illness public stigma that will haunt these clients for a prolonged 
period of time. Finally. opponents suggest that there is no need to 
argue that poverty. unemployment or bad housing cause psychiatric 
disorders in order to initiate social action to deal with these 
prob1ems. 4 
3 
Proponents of Community KelJta1·Health. (C.H .• H.) meanwhile, ..                  
                                                                          a givea community with its needs 
for                     as well as preventive programs. A basic                              
lDuhl and Leopold. !!Eo' ill., p. 16. 
2.J.IC. Wing. Reasoning about Madness, (London: Oxford University· 
Press. 1978) p. 225. 
3See• f. Schiff. Being Kentally Ill, (Chicago: Aldine. 1966) 
for explanations and tbe rationale of tbe labeling theory. 
4J •. J(. Wing • .!!2.' cit., p. 228. 
4 
of the C.M.H. orientation is an emphasis on a total                 or 
population rather than individual patients. l According to           view 
psychopathology does not always arise from within the individual patient. 
Consequently, Community Mental Health Centers should identify sources 
of stress within the community and provide indirect services such as 
consultation, education and preventive programs to deal with such stress 
There are also                         in perceptions qf the cauaes of individ-
ual problems. Bloom refere to these differences and suggests that              
the clinician has hardly any alternative to assuming that the locus of a 
problem lies within the individual, the community mental health pro-
fessional has the option of assuming that the locus of human misery is 
within the social system itself - that human misery is created by the 
community. ,,3 
Community mental health as a categorical option is credited as 
            sensitive and responaive to the special needs of ethnic minorities. 
In that regard, Miller agrees with Bloom tnat by its "emphasis on pre-
vention, community mental health "decreases the stigma frequently 
associated with the view of               minority groups as 'high risk popula-
tions' and encourages the attention given to i"high risk situations!". 4 
              L. Bloom, Community Mental Health: A General Intro-
duction, (Montery: California, Brooks Cole Pub., 1977) p. 1. 
2Ibid., p. 2. 
3Ibid., p. 234. 
4See: Samuel O. Miller and Bita T. Cates, "l'"reventive 
Programming in Health and" Mental Health for Ethnic Minorities," in: 
Samuel O. Miller, et al., editors, Primary:Prevention:"Approaches "to the 
" "Development "of "Mental "Health "Services             ".Etbrtic "Minorities: " ·A "Challenge 
to Social Work Education ana "Practice, (NevYork: Council of Social 
Work Education, 1982) p. "65. " 
2 
s 
The question of the scope of mental ,health services leads directly 
to the boundaries question. The' boundaries question is               depend- , 
ent on the practicer's level of intervention. At the micro level, 
clinicians and case workers are more concerned about individual clients 
or patients whq,are brought to their attention. At this level, mech-
anisms which allow patients Qr'c1ients to                     the system to 
satisfy their needs are' considered more acceptable than efforts to 
identify service boundaries which may not permit such manipulation to occur.l 
Meanwhile, many practitioners are likely to                     the boundaries 
question as they       from the micro to the macro'leve1 of intervention. 
Pol1c;y. analyst's, social planners and administrators have to deal 
with the boundaries issue as part of the process of identifying the 
problem and the target group of any given program. Some practitioners, 
though, may sti1l,prefer not to deal with the boundaries question at 
any level of intervention. 'The avoidance of dealing with the boundaries 
issue leads to What Dunham identifies as " ••• ideas following money 
rather than • • • money following ideas. ,,2 
Participants in and witnesses of the continual mental health 
debate would agree that the question of boundaries between psychiatric 
and non-psychiatric 's"rvices remains a dominant issue. This study is 
1John A. Talbott, "Trends in the Delivery of Psychiatric,Services" 
in John A: Taibott and SeYmour R. Kaplan (Editors) Psycbiatric Administra-
      (New York, Grune & Stratton 1983) 'p. 16. 
2H. Warren                 'Social 'Realities and 'Community 'Psychiatry, 
("ew             Human Sciences Press 1976) ,p. 28. 
6 
an attempt to explore some aspects of such boundaries as perceived 
by clients as well as providers of public psychiatric services. 
In more explicit terms. the study explores the problems. needs and 
expectations of individuals who attempted to cross boundaries of 
the public psychiatric treatment system in order to satisfy their 
needs for such non-psychiatric services as housing. The study also. 
examines the policy and professional                   which facilitate 
boundary crossing,from psychiatric services for 'non-psychiatric needs. 
The boundary crossing phenomenon       explored through the use 
of a state mental hospital                       called a psychiatric center) 
as a point of entry to the state psychiatric inpatient treatment 
system. 
Presently. providers of mental health services at the three 
levels of government are under economic and political pressure to 
re-examine their service priorities and define their "population at 
riek." This fact was clear in a recent New York State Office of Mental 
Health Plan. The plan.states that "with economic resources being so 
scarce, it is critical that the office clearly identify' and function-
ally classify those populations appropriately served by the public 
mental health system."l 
In general. the boundaries issue       of bmDense importance to 
those who are concerned about a service delivery system'which 
recogniKes the different needs of its users. The boundaries ques-
tion             as Kahn suggested. " . . .both reflects and creates 
IF,i.ve. Y.e/lr .. Comprehensive Plan for Mental Health Services. New 
York State Office of Mental Health. 1983 •... p. 66. 
problems, and the way in which it is handled makes a substantial 
difference to those whom the practitioner           help."l As will 
be illustrated in a later chapter, there are indications that the 
boundaries of state inpatient psychiatric treatment are frequently 
crossed by clients wDose primary needs are social services such as 
housing, income maintenance, non-psychiatric medical care and 
personal social services in general. The purpose of this study is 
to explore this phenomenon and recommend some alternativ.es for 
dealing with it. 
The current investigation as seen from a planning perspective 
ia a 'case' study in boundary crossing by clients whose primary 
needs are not inpatient psychiatric treatment. The subjects of this 
investigation are clients who sought 9r were brought to be admitted 
to a state psychiatric center and were found not in need of such 
admisaion. PUrther, thess clients were found to be in need of 
temporary or permanent Dousing at the time they appeared for admis-
sion. 
During the past five years, starting witli Pres:tdent carter IS 
CamDission on Mental Bealth Report in 1978,· new· federal, state and 
local mental health plans were initiated. A review of these 
initiatives as they relate to the boundaries of public mental health 
services is in order. 
1A1fred J.             Studies 1n Social Policy· and Planning. (New 
York: .Russell !rage Foundation, 1969) p. 196. 
7 . 
1. The Federal Initiatives: 
A                       report of President Carter's Commission on Mental 
Health indicated that: 
America's mental health problem is not limited to those 
indiv.iduals with dlsaoling mental illness and identified 
psychiatric disorders. It also includes those people who 
suffer the effects of a variety of societal ills which directly 
affect their everydey lives. Vast numSers of Americans experi-
ence the alienation and fear, the depression and anger associated 
with unrelenting poverty and the institutionalized discrimina-
tion that occurs on the basis of race, sex, class, age, and 
mental and physical handicaps. The Nation must realize the 
terrible emotional and mental damage that poverty and'discrimi-
nation cause. l 
The Commission's final report did not define mental illness. 
The report stated that "opinions vary on how mental health and mental 
illness should be defined.,,2 The Commission's task panel on deinsti-
tutionalization, rehabilitation and long tem care classified mental 
disability according to duration of disability and severity of disa-
bility. Using these comoined continua, the             defined the 
chronically mentally disabled aB those people who are severely and 
persistently ill. They constitute "the people who are, have been, or 
might have lieen in earlier t:lmeB, residents' of large mental 
institutions. ,,3 
lA White House memorandum dated Sept. 1. 1977 from Thomas E. 
Bryant Chairman of the President's Commission on Mental Health to 
the President titled "Prel:lminary Report to the President from the 
President's Commission on Mental Health," p.2. 
2Report to the President from The President's Commission on 
Mental Health, Volumo 1, Superintedent of Documents, U.S.                      
Printing Office, Washington, D. C., 1978, p. 8. 
3Task Panel Reports, suBmitted to the President's Commission on 
Mental Health, Volume rI Appendix, Superintendent of Documents, U.S. 
Government Printing Office, Washington, D.C., 1978, pp. 361-362. 
8 
Mean"hile. the CoDmlission's panel on planning and review' sug-
gested that among the basic problems in mental health planning is 
the health planner's tendency to view mental health as a categorical 
special interest group rather than a major sector of the bealth 
delivery system.· l The panel recommended           government guidelines 
for the preparation of the State Comprehensive Mental Health 
Services Plan should De amended to permit the development of a con-
sol ida ted             components plan that includes health, social services. 
rehabilitation and education. 2 
9 
A Mental Health Systems- Act OBiSA) was also enacted into law in 
October 1980 (Public. Law 96 - 398).3 The HHSA requires that Community 
Mental Health Centera focus their attention on the needs of chronically 
mentally ill individuals (Section 101). HHSA also requires that 
states which receive federal funds through Title II administer a pro-
gram of services for cl'lronically mentally ill individuals who have 
Eleen discharged or diverted from inpat,ient facilities (Section 30S). 
In December 1980 the U. S. Surgeon General's Office released a 
457 page report entitled Toward a National Plan for the Chronically 
Mentally 111.4 The report. which was requested oy President Carter's 
lIbid •• p. 247. 
2I bid •• p. 254 • 
. 3See HHSA SUDDllary in Toward a National Plan for the Chronically 
Mentally rn. DHHS' Publication NO,. (ADM) 81-1077, Government Printing 
Office, Washington, D.C. 1981. 
4Iliid • 
Commission on Mental Health, made a concrete effort to "establish 
the o&jective boundaries of the chronically mentally ill population" , 
by means of illustrative cases. l The report further referred to the 
clinical and social factora that contribute to what we call the 
boundary -, crossing phenomenon involving the turning to psychiatric 
services for non-psychistric needs. In an attempt to delimit the 
target population, the report suggests that 
Broadly speaking, s chronic condition is characterized by 
a long duration of illness, which may include periods of 
apparent well-being interrupted by flare-ups of acute symp-
toms, and secondary disabilities. This             characteriza-
tion is applicable to chronic mental illness', but the task of 
identifying persons       are chronically mentally ill is not 
at all straightforward. Although it is         that most such 
persons 'are, have been, or             have been. • .on the rolls 
of long-term mental institutions, especially S'tate hospitals', 
any attempt to specify the attributes of State hospital 
patients must taie into account the complex nature of clinical 
judgments about these patients. Moreover, it bas been histor-
ically true at t:lmes that many members of racial and/or ethnic 
minority groups have been hospitalized for nonclinical reasons, 
such as lack of community resources or social controls, or have 
been misdiagnosed because of racial and/or ethnic biases on the 
part of service providers. 2 
The report adopts Minioff" a3 distinct ions between persons who 
are severely mentally ill as defined by diagnosis, those who are 
mentally disabled as defined by             of disability and those who are 
lIbid., Section 2, pp. 1-4. 
2Ibid ., p. S. 
        Minkoff. "A Map of Chronic Mental Patients," in The Chronic 
Mental Patient. J. A. Talbott, Editor, (Washinston" D.C., American 
Psyehiac:ric"                           1978), pp. 11-37. 
10 
chronic mental patients as defined by duration of hospitalization. 
Accordingly. the report estimated the number of the chronically 
mentally ill in the United States between 1975 - 1977 to be 1.7 
11 
million patients. This number represents 24 percent of the popula-
tion who are identified in all the three dimensions of chronic mental 
illness during the same period. The following fi.gure1 which was 
included in the report illustrates this point _ 
THE DIHENSIONS OF CHRONIC MENTAL ILLNESS: DIAGNOSIS. 
DISABILITY". DUBATION: WI'l'B POPULATION ESTIHATES 
   _ ............................................. : .......... -......            ... 
      ..••.••••.•..•.•• /. .....•....               .. , .. 
        .............. :l. .......... ( .......              
THE TARGET POPULAnON 
"':"' 
1Toward a National Plan.          •• Section 2. p. 6. 
Immedia'tely after it was published in 19B1, this federal report 
was criticized by Talbott in a leading psychiatric journal. Talbott 
suggested that the report should DOt have excluded the moderately 
. 1 mentally disabled group from the plan's target population. 
In summary, our                               the recent federal planning 
initiatives indicates' an awareness of the need to define the target 
populatinn of psychiatric and mental health"seTVices. Such initia-
tives, 1lo1lever, do DDt include explic:l:t mandates or recommendations 
that delimit the                           of'psychiatr:l:c seTVicee and their 
population. 
2. The State Initiatives:: 
New York :I:a the site of our rev:f:ew' of the current mental health 
planning             as it relates to the boundaries issue. 
Historically, the State-of'NewYork assumed full responsi»ility 
for its mentally ill c:f:tizens by the end of tfte nineteenth century. 
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This aeaion wae taken after local communities failed to provide humane 
treatment and ahelter for those cit:l:zens'. The state system was based 
on aaylums and later mental hospitale. In time the system developed 
. 2 into an autocratic style of operation. The Department of Mental 
Hygiene came into existence in 1920 and inherited ths system. 
In 1927, the first state mental health law went into effect, 
IJohn A. Talbott. "The National Plan for the Chronically Mentally 
Ill: A Programmatic Analysis," Hospital and Community Psychiatry, Vol. 
32, No. 10,         1981, p. 700. 
2ao&ert H. Connery, et al. The Politics of Mental Health (New York: 
cOlum&ta University'Press, 1968), p. 303. 
and in 1954, 'after' the passage of the Mental Health           the Depart-
ment of Mental Hygiene scrutinized local programs and activities,but 
no major changes were made. Politically, the department policy 
favored a "senior-junior partnership with the communities ;rather 
than total integration of state and community mental health services 
under a single local                     uIiit. ,,1 
The recodified Mental Hygiene Law in 1972 dealt with the issue 
of sharing the responsibility between the state and local government. 
This law became effective on January 1, 1973'. It repealed the lIl,entsl 
hygiene law which had Been in effect since 1927. Article I of the 
law stated the policy directions as follows: 
The state and ,local government s1lall sure re'sponsi&ility 
in accordance with the prOVisions of this chapter, for 
developing plans, programs, and services for the care, 
treatment, and rehaBilitation of the mentally retarded, the 
mentally ill. • • 2 
Also enacted in 1973 was the Unified Services Law. This law 
proVided the mechanism for carrying Ollt the principles expressed in 
the Mental Hygiene Law and made it possiDle to complete the develop-
mant of' a single system of state and local services in the field of 
mental health. Under Unified Services, the state and local communi-
ties share the cost of providing mental health services                    
to a specific formula, regardless 'of who is 'providing the services. 
,In addition, Unified Services contains provisions for joint state and 
, lI&id. 
2New York State'Mental Hygiene Law', a reproduced copy issued 
by the New'York State Department of Mental Hygiene, 1974, p. 2. 
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local planning of a single system of service designed to eliminate 
duplication and to expand the variety and the number of needed 
services. The intent was' to facilitate the client's movement 
between appropriate programs regardless of the funding source or 
jurisdiction. 
During the same year (1973) another law (Senate bill 10538) 
mandated that the state reimburse localities for 100 percent of the 
cost of mental &fgiene services rendered in accordance with the 
approved local services or Unified Services Plan (USP) for persons 
who were patients or                     of Department of Mental Hygiene 
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facilities durms tlie period from January 1, 1969 through December 31. 
1973'. The purpose in a more basic sense was to avoid local resistance 
to deinstitutions1ization through guarantees that cost would not be 
transferred by the state to localities. This legislation was to pro-
vide full support for lifetime care if necessary to discharger'l,. long 
term residenta or patients. Under a companion bill (senate bill 10537) 
the s'tate assumed for a five year period the cost of public aasistance 
and social services for persons who return to the community after five 
years' o,f institutiona1ization.1 
At the t:lme President Carter's Commission on Mental Health 
Report was published in 1978, a new',amendment to the Mental Hygiene 
Law in New York State went into effect. 2 The new amendment reor-
ganized the Departaent of Mental Hygiene into three offices: Mental 
1NewYork State Departaent of Mental Hygiene. 1974 Annual Report. 
June 1975, p. 3. 
2Mental Hygiene Law; 1977 - 1978, Tan Book, (New York: Matten 
Binder. 1977). Article 7.01. 
Health COMB). Mental Retardation (OKa) and Alcoholism and Substance 
Abuse (OASA). According to the amendment. the Division of Mental 
Health became responsili1e for "comprehensively planned care. treat-
ment and rehabilitation of the mentally ill citizens of the state."l 
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The 1978 Amendment. identified the state policy with reference to 
mental health and states: 
The State of New York and its local governments have the 
responsibility for the prevention and early detection of 
mental illness and for the comprehensively planned care. 
treatment and rehaliilitation of their mentally ill citi-
zens. Therefore. it sHall be the policy of the state to 
                research and develop'programs which further preven-
tion and early detection of mental illness; to develop a 
comprehensive. integrated system of treatment and rehabili-
tative services for the mentally ill. Such a syatem should 
include. whenever possible. the provision of necessary'treat-
ment services to people in,tneir'home communities; it should 
aasure the adequacy and appropriateness of residential 
arrangements for people ,in need of services; and it should 
rely upon improved programs of institutional ,care only when 
necessary and appropriate. 2 
Accordingly. a 1978 plan was. initiated &y the Division of Mental 
Health. to meet the "needs· of the chronically mentally :1,11 who can live 
in the community instead of institutions. if they are provided with 
community support services. ,,3 The plan is said to be necessary for 
legal. economic. and moral reasons. Legally.the federal courts have 
ruled in class actions thet people in mental hospitals are entitled 
to be treated in the least restrictive environment appropriate to 
3Appropriate Community Placement and Support, Phase One: Five 
Year Mental H·ealth Plan. New· York State Department of Mental Hygiene. 
Division of Mental Health. 1978. p. 11. 
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their needs and tbat those who require institutions must be provided 
with appropriate and effective pr.ograms. Economically, Medicare and 
Medicaid funds are conditional upon meeting fedeTal regulations which 
require periodic deteruination of medical necessity and which also 
impose conatruction and staffing requirements for intensive treatment 
but not for custodial care. Morally, it was mentioned that since the 
needs of the chronically mentally ill are known and community support 
alternatives to institution living are identified, efforts should be 
made to meet these needs. 
There are indications that the OMH exercised a g.reat deal of 
caution and restraint in drafting its first plan. 10 illustrate thia 
point,. tbe plan's goals were to fulfill tlie federal legal requirement 
that tlie patient sliou1d lie treated in the least restrictive environ-
ment (de1nstitutiona1ized) and also to meet the federal Medicaid and 
Medicaire requ·irements even tbougl\ tTiese requirements favor institu-
tiona1ized care. Althougl\ the two goale are conflicting, the state 
plan did not take a stand on tlie issue. The .premise was to comply 
with. both demands. 
Policy analysts such. as Benvenistel would argue that the state 
plan could lie V!h""ed aEi an :lm.perative exercise which is adopted to 
the federal government/political or administrative mandates. The 
risk involved in tlie state plan is tbat it contributes to tlie 
1eg:lt:lm.atization of federally mandated confl::tcting goals (institu-
tionalization·and deinstitutionalization) rather tban suggesting ways 
to deal with this apparent conflict. 
                                  The Politics of Expertise, Second edition, 
(San. Francisco: Boyd & Fraser,1977), p. 13. 
The 1978 state plan defined the chronically mentally ill as 
those who remain socially disabled after heing treated for mental 
illness in private or public IIospitals and those who "because of a 
combination of disabilities and poverty may be unable to manage 
their lives well enough to independently maintain their daily 
functionill8."l As such. mental illness according to the plan was 
not confined to specific symptoms· but tied to the person's' 
functional level. It implied;that those           are in need of help to 
maintain their daily living are among the mentally ill. 
The plan focused on the placement of patients whose current 
residence within tlie state lIoapital is no longer appropriate. and 
securing appropriate service for those previously placed without 
access to programs adequate to meet their needs. The overall goal 
was to "as·sure tl'lat all of our mentally 111 citizens lie successfully 
reintegrated into the mainstream of society.,,2 
It was suggested tnat Phese II of the plan would deal with 
control of admission· rates to avoid recurrence of         backlog in 
patients·' census. The two plans in combinat:l:on were expected to 
help control the input into facilities (admissions) and the              
from facilities (separations and discRarges). Tbe second undeveloped 
phase of the plan that deals with regulating admission was not an 
integral part of the original plan. 
lAppropriate Community Placement and Support • .!!1!.' cit •• p. 2. 
2rliid •• p. VIII. 
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It is conceivable, in view of court orders, confusion in 
diagnosis, and community pressures that many people with problems 
who do not belong in state hospitals get access to their beds. 
The result is that "new patients" replace those that the state was 
trying to discharge to community care settings. The 1979 OMH Plan 
acknowledged this fact and stated that "census reductions will be 
achieved more through admission diversion than through discharge or 
I deinstitutionalization.'· (e.mphasis provided). It is our firm 
belief that major gains can be made by preventin·g people from 
becoming state hospital clients in the ftrst place."l 
At one point, the plan seems to identify admission diversion 
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as diverting clients from state bospitals to local general hospitals. 
The plan further states tllat' "It sl1.ould be noted that there may be 
some economic gains which. occur from the success of such a strategy, 
giyen that the adult patient in the psychiatric .hospital is not a 
Medicaid recipient but would become so in a general hospital setting.,,2 
Other options !!or admission diversion mentioned in the plan are 
emergency housing, nursing bnme bed reservation and geriatric and non-
geriatric mobile screening teams. 3 The plan identified emergency 
housing as a short-term respite from crisis in cases where                        
tion per se is not clinically indicated. The "bed reservation program" 
is intended for diverting geriatric admissions. It includes the holding 
ltive 'lear Camprel'iensive Plan for Services to Mentally III Persons 
in New York State;             New York State Office of Mental              
Vol. 1, Nov. 1978·, p. 37. 
2I1iid., pp. 47-48. 
3Ib:l:d., p. 48. 
of 800 beds in Long Term Care facilities with a guarantee that the 
QHR facilities will readmit the diverted patient if necessary and 
will provide direct and·consultative service in the Long Term Care 
facility itself. l According to the plan, the geria.eric and non-
geriatric mobile screening teams are expected to provide case 
findings and assessment in the general population and referrals to 
geriatric and other facilities such as day treatment as needed. 2 
The teams are also expected to provide community-wide                          
to non-psychiatric long term care providers. 
The.OMH 1980 Five Year Plan introduced what may be interpreted 
aa its service boundaries under ''H:l:ssion.'' Tile plan s·tates that 
In the face of liDitless expectations snd limited resources 
we must give priority to persons.wOo are at risk of becoming 
soc:l:ally· and/or vocationally dysfunct:l:onal as a result of 
mental :l:llnes8. It :l:s, therefore,·tbe policy of the dMH to 
direct its· energies and resources                   to that component 
of the general population whose disabling condit:l:ons interfere 
with normal role function. it is the m:l:ss:l:on of the agency to 
develop for geographically defined populations a network of 
care serv:l:ces                 of suff:l:cient capacity· and scope to 
provide services for tRis target populat:l:on. Such serv:l:ces 
are to be targeted for unserViced, underserviced and inappro-
priately serviced populatiOns, especially ch:l:1dren and youth, 
tlie aged, the chronically mentally ill, rac:l:a1 or ethn:l:c 
minorities, poor persons and persons in rural areas. 3 
It is noticeable that the boundaries outlined in the 1980 plan are 
broad enough. to make the OHH                     impossibl.e to accomplish under 
1Ibid., p. 54. 
2Ibid ., p. 62. 
3Five Year Comprehensive Plan for Services to Mentally III Per-
sons :I:n New· York nstel 1980. New York S·tate Office of Mental 
Health, Oct. 1979, p. 47. 
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                monetary restraints. The stated mission, however, could be 
better understood in light of the fact that t&e state is gradually 
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assuming more                     responsibility for the local community mental 
health centers. Since 1974, fourteen of these centers have "graduated" 
from federal to state and local funding. l As a result, the boundaries 
of these centers became an integrated part of the "mission" of the 
State Office of Mental Health. 
The plan also outlined the OMRhprogress in initiating alterna-
tive living programs. These programs were designed for. the purpose 
of preventing unnecessary hospitalizations and to facilitate the 
d:l:scliarge of patients who no longer need inpatient treatment. The 
stated, first objective was "to prevent IIospitalization for individ-
uals experiencing a residual interpersonal,                     or other types 
of social crisis.,,2 The plan lists among living alternatives, 
crisis wssidences which. were deaigned to prevent unnecessary admis-
sion to inpatient services, particularly in cases where individuals 
are seeking admission because of housing, familial, or economic 
cris:l:s.3 
The OMH Plan for 1981, again underscores the need for admis-
sion diversion in light of findings of a study conducted by its 
Bureau·of Program Evaluation. 4 The study was conducted on a sample 
lI&id.,. p. 77. 
2Ibid., p. 110. 
3Ibid. , p. 112. 
4The New· York State Annual Progress Report on the 1979-1983 New 
York State Plan. NewYori State Office of Mental Health, 1980, p. 27. 
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of admissions at 11 psychiatric centers. The results indicated that 
22.6'percent of those                   might be .ppropr1ately served in either 
"relialillitative psychiatric environments' or other current community 
programs." The study also                     that a "variety of c.ommunity 
support                     notably day treatment and emergency housing programs, 
among others, would have prevented the presentation for admission in 
approximately lialf of the cases screened."l According to the study, 
the factor most predictive of admiss'ion was prior admission (emphasis 
provided}.2 These findings ':Implied that an error in a first admis-
sion is likely to result in a liigher possibility of repeated readmis-
sion errors. The OMH study recommended that "pre-admission screening 
must revert to hands better able to consider diversion to other 
alternative forms of care."l the study also recommended that, a range of 
special and generic services must &e available to effect suitable 
alternatives 'and that local assistance must assume a more active 
diversionary role. 4 ' 
The state plan for 1982 included among its implementation activi-
ties drafting, listing and finalizing criteria for admission to and 
discliarge from state psychiatric centers. S The plan further suggested 
lIbido , p. 28. 
2Ibid •• p. 29. 
'Ibid •• 
     •• p. 30. 
Spive Year Comprehensive Plan for Services to the Mentally III 
Persons in New York State: 1982. New' York S'tate Office of Mental 
Health. October 1981. p. lS4. 
• I 
that lack of sufficient housing and community support services 
makes clients' maintenance in the community more difficult and, 
in turn, inflates readmission rate at inpatient facilities. 1 
The plan also referred to the' ripple effects of federal cuts in 
generic human services that are "mainstays of the mentally 111 
living in the community.,,2 
The OMH 1983 plan indicated that' "methods of estimating the 
prevalence and incidence of mental illness in society and the need 
for mental health services are neither exact nor uniform.,,3 
However', the plan adopted a National Institute of Mental Health 
est1mste of annual prevalence of mental illness (number of people 
in a defined geographic area who are mentally ill at a point in 
time) as IS percent       2.7 million citizens. Ten percent of 
that number or 1.8 million citizens are identified as in need of 
services from the public system of mental health care. 
22 
In introducing tne 1983 plan the Mental Health                           noted 
that for the first time in more than twenty years there ,had been 
virtually no reduction in the censue of state operated adult 
inpatient psychiatric centers. He attributed this phenomenon 
partially to "the secondary effects of unemployment which often 
lIbid., p. IS. 
2Ibid., p. 16. 
3Five Year Comprehensive 'Plan for Mental Health Services: 1983, 
S!.. cit., p. 22. We noted that up to 1982 the State Office of Mental 
Health, Utled itS' planS' as ". • ." "Plan for Services to the Mentally 
III Persons'"- only the most recent plan was titled" ••• Plan for 
Mental Health Services." 
precipitate admissions to psychiatric services among those who are 
already vulnerable to mental illness."l The plan listed, among the 
objectives which ars yet to be acbieved, the integration of service 
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delivery systema or the mainstreaming of mentally disabled individuals 
into the generic service systems. The plan indicated that in spite 
of. significant efforts in that direction many services remain not 
accessible to former mental patients. As an example, the plan 
reported that " ••• although approx:!mately 2,000 residenta of state 
inpatient psychiatric facilities could &e considered for pr:lmary 
skilled nursing or healtb related levels of care, it has been possi-
ble to place only one out of ten of these individuals           psychia-
tric centers into generic skilled nursing and bealth related facili-
ties during 1981.,,2 
In the area of                           between mental health services and 
social services,the 1983 plan indicated that tbe OMH and the Depart-
ment of Social Services           establish an interagency agreement 
delineating their respective roles and responsibilities and those of 
their regional and local counterparts in the·discharge planning 
process and the provision of community service to discharged patients. 
The plan also referred to the OMR initiatives in the area of 
housing during the past five years. These initiatives resulted in an 
appropriation of $200,000 &y the U.S. Department of Rousing and Urban 
1         p. 11. 
2Ihtd ., p. 20. 
24 
Development to assist former OMH. patients in meeting their housing 
needs. l 
Among the initiatives reported in the 1983 plsn was Chapter 
322 of the State Finance                     was enacted in 1982. Chapter 322 
allows the state to take over responsibility for paying the local 
Medicaid share. This responsibility included Medicaid costs for 
mentally disabled. At the local level predictions were 
that Chapter 322, according to OMR planners, would have a positive 
influence on tne office's efforts to encourage community-based 
services for the mentally ill. 
For the next five year planning cycle, tne 1983 plan recommended 
among other objectives the estatil.:l:shment of admiBsions and discnsrge 
criteria related to functional 1eve1.2 Tne plan also recommended 
the "development of criter:l:a for wliat conBtitutes serious mental 
illness. ,,3 
In summary, over tne past five years the state mental Health 
planners have shown awareness of tne                   crossing problem 
and the importance of sdmiBsion criteria tnat can better :l:d.ntify the 
population       risk. However, there is no evidence of any concrete 
planning or programming efforts tnst signify a change in the state 
policy regarding this issue. State planning efforts during the past 
five years           been directed toward discharge planning according to 
1I hid. , p. 38. 
2Ibid • , p. 67. 
3 . Ibid. , p. 7l. 
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level of care surveys, or what we lIIay call planning for the "output" 
of the state psychiatric facilities rather tben the "input" to these 
facilities. It was also noted that the state's awareness of the 
boundary crossing problem was motivated by cost conta'inment rsther 
than clinical or service considerations. Cost containment may make 
it necessary for the state to restrict admissions to its psychiatric 
services to only those who can 'benefit from                     treatment. 
This action will result in census reduction. It has been estimated 
that a census decline of only one percent could result in a $3.2 
million reduction in salaries alone by eliminating 200 positions. l 
State mental health officials are also concerned about the 
undesirable consequences of the current admission policy on third 
party reimbursement. Addressing ths dirsctors of state psychiatric 
facilities, the outgoing Commissioner       Mental Health voiced this 
concern and               " ••• having failed to deliver on promises of 
global success, and having diluted its response to the truly mentally 
ill, the profession nov suffers from a loss of                         in the 
public's' eye. Tbe question nov 6.eiug asked by government and third 
party payers is why should treatment of those'that may not be sick, 
or treatment perceived of as inconaequential, be supported. ,,2 
There are reasons to believe that atrict admission criteria may 
have little effect in reducing psychiatric admissions in state 
IIT!1d" p. 58. 
2James A. Prevost: "Mental Health System at Risk in the 1980's," 
paper presented at the N.Y.S. Office of Mental Health Fall Director's 
Conference"Grossingers, New York, Sept. 23, 1981. ,Published in 
Community Support Service Journal, Vol. II. No. III. 1982. p. 3. 
hospitals unless needed social services are made available in 
the community. Okinl pointed to the relationship between the 
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reduction in human services and hospitalization in state facilities. 
He cited as an example recent findings that showed an increase in 
the census waiting lists of some state hospitals in California a year 
after the enactment of Proposition         Proposition 13 which reduced 
the amount of property taxes available to counties resulted in cuts 
and reduction of many cOlIDIIUnity serv;Lces such as parks, recreation, 
libraries, probation                   and supplemental school programs. 2 
3. The Local and State Hospital Scene: 
S.tate psychiatric services are provided at the local level in 
state mental hospitals or under their authorization in other com-
munity settings. Boundaries of state psychiatric services is a sub-
          of constant controversy between state and local governments. 
The controversy erupts once a             problem becomes more visible 
and                     about government intervention are raised. 
The problem of the "homeless" in New York City is an illustra-
tive example of the state psychiatric service boundaries controversy 
between the state and local governments. 
The plight of the homeless in New York City came to public focus 
after the Community Service Society of New York published a field 
                L. Okin. "State Hospitals in the 1980's". Hospital 
and Community Psychiatry, Vol. 33, No.9, Sept. 1982, p. 718. 
2John Talbott. "The Impact       Proposition 13 on Mental Health 
Services in California," HosPital and Community Psychiatry, Vol. 30, 
No. 10, 1979, pp. 677-683. 
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study about the problem in earlf 1981. The thrust of the study was 
to afttft tfta             of' tba proBlem'from'reHabilitation to welfare. 
Baxter and Hopper' argued' tRst ''untU tiasic needs have beimmet and 
tHe             af dependency granted' some measure of dignity, rehabilita-
tive efforts are premature and of limited value to homeless 
individuals,. ,,2 
The puhlication of this study resulted in concentrated medla 
attention on tHe problem. Pulilic hearings throughout the city demanded 
immediate action'oy' the city and the state.' A lav suit was filed by 
a lawyer'representing a group                                                 ths City of 
                  As' a result. a             supreme court judge ordered the City 
to provide "a comprehensive plan for sheltering homeless men during 
tfte winter.,,3 Since the publication of this study.the issue of 'who 
should provide housing to the homeles6 and former mental patients has 
become a, suhject of intense public debate in New'York City. City 
affi"clals charge tflat as- a result of the massive discharge of patients 
from state hospitals and tightening of admission criteria while 
                to provide adeqUate community services. the state has flooded 
city streets with ,thousands of homeless individuals wandering aim-
lessly. City officials' also argue that state policies of admission 
lEllen Baxter and Kim HOpper. Private Lives/Puhlic Spaces: 
HomelesS' Adults on the S'treets of New' York City. (NeW' York: 
Community Service Society. Institute for Social Welfare bs.earch. 
Fea. 19811. p. S. 
2Iti,td. 
3"At Armory" Wkrm Bed' for' the Night;" The New" York "Times. 
Dec. 2. 1981. p. B1 and B8. 
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and discharge of its mental patients further resulted in overcrowded 
municipal and voluntary hospitals and escalating costs to the city 
as it attempts to serve this population. A director of one of the 
city l'Iospitals complained thet a state hospital sends a screening 
team to the city hospital once a week to interview all of the 
patients over 60 years old who were recommended for transfer to the 
state hospital. The team rejects about .half on the basis that the 
patients are not psychotic but senile. In this director's view. 
senility is a fOnD' of organic psychosis. and as such all recom-
mended patients should be accepted 5y the state                     team. l 
A city comptroller's audit report also suggested that "the only 
bsneficiaryof the state's effort to send mental patients back to . 
their local communities has Iieen the New York State Treasury.II2 
State officials mesnwli.lle suggest that the city argument is 
misleading • Their counter-argument is that the city housing policy 
and financial cuts of social service programs are responsible for 
the pligllt of most bomeless people. State Commissioners of social 
services and of mental bealtll outlined the New York State position 
regarding that issue and suggested that: 
Contrary to the City's allegation, deinstitutionalization 
of the mentally ill was largely completed in this state 
prior to 1975. Since then, the decline in the State hospital 
inpatient population has slowed dramatically. limiting itself 
almost exclusively to the natural death of elderly inpatients. 
111New York City Psychiatric Wards' Overflow as Albany Changes 
its Hental Health Role." Tl'Ie New' York T:lmes, Dec. 8, 1980, p. Bl. 
2Tl'Ie New"York Times Editorial, Oct. 24, 1979. 
Over the past Year. for example. the census declined state-
wide by only 3.3 percent Hut increased in New York City 
where it has remained relatively constant since 1976. Part 
of the New York City rise is attri&uta&le to a three percent 
increase in admission. an indicator that the State is not 
more restrictive in its sdmission policies. In contrast. 
admissions to municipal hospital psychiatric wards have 
steadily declined over the last five years. 
FUrthermore. a number of State. City and independent reviews 
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of the population living in SRO Ilotels and City shelter's have, 
revealed that only 25 percent are former psychiatric inpatients. 
Even among the 'street people' the Goddard-Riverside Outreach 
Project which screens. assesses and serves people in Manhattan's 
highly impacted Upper West Side, has found that only 27 percent 
of tnose contacted have demonstrated oDvious mental disabi1ities. l 
State mental hospital officials interviewed during tile course 
of this study2 agree with the state position regarding the homeless 
issue. There was a consensus among llospita1 officials that housing as 
such is not a mental health proDlem. For persons who are either home-
less or having a problem locating housing within their own means, the 
hospital in their view' should not be expected to serve as a last resort. 
The director of the Creedmoor Hospital indicated in an interview that' 
      is not the responsibility of the Office of Mental Health to provide 
housing for anyone. He also suggested that the state 'mental hospital's 
INew'York State Office of Hental Health. Internal letter to the 
chairman of the S'enate Finance Committee with attached article to the 
Editor of the New York Times, Dec. 24. 1980. The article was published 
as a new story in the New York Times on Dec. 29, 1980, p. Bl and B12. 
20fficers interviewed by the investigator for the purpose of this 
study are: 
Y. IJave1iwala. M.D •• Creedmoor Hospital Director • 
• L. Goldberg, Ph .• D •• Creedmoor Hospital Deputy Director for 
Community Services. 




role is to provide mental health care to             who need it and not 
to house homeless individuals. The director" of community services 
at the same hospital emphasized the fact that even for former mental 
patients it is the S"tate Department of Social Services (and not        
that is mandated by law to provide appropriate living arrangements for 
discharged patients, especially for those who lack a supportive network 
such as families or relatives. It is the                               of the state 
hospital according to this official to insure that discbarged patients 
are receiving needed outpatient treatment and follow-up. Tbis responsi-
bility also includes tbe insurance that those clients are living in a 
humane and sane condition. The state hospital officials interviewed, 
all agreed that tIlere sl\ould be a clear boundary distinction between 
paychiatric services and non-psychiatric or social services. 
The hospital, as well as" tHe S"tate OMil officials current concern 
is tIle impact of the federal budget cuts on welfare, food stamps and 
CETA programs". TIIis concern stems from tbe fact that the federal cuts 
are in benefits going directly to individuals. As sucb, the cuts in 
their view, limit the ability of former mental patients to maintain 
themselves in the community. The end result is an increase in the 
readmission rate of this group of clients. 
                  it bas been noted by state planners that the bulk of 
admissions to             hospitals are readmissions. Tbese readmissions 
increases reflected" a current trend by "patients who continu-
ously present themselves for admission because of breakdown in the 
community" (emp has is added).l 
IPive Year Comprehensive Plan for Services to the Mentaliy III Persons: 1982,    • .!:!!:.., p. 12. 
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The Boundaty·CrossinS·Phenamenon: 
In brief, a review of the current mental health planning initia-
tives at the federal, state and local levels suggests that these 
initiatives did not address the boundaries issue and its relevance 
to service delivery. The neglect of such an important issue contri-
buted to what·we call "the boundary crossing phenomenon." This 
phenQmenon is exemplified by clients who     on their own initiative or 
the initiative of others - seek admission or readmission       public 
psychiatric facilities to satisfy non-psychlatric needs. 
Our review of the literature (Chapter II) suggests that boundary 
crossing could be a direct result of clinical, organizational, economic 
and political pressures which tmpact       the admission process in 
public psychiatric institutions. 
There is also evidence to suggest that ·users and providers of 
psychiatric services tend to succumb to the above pressures· instead 
of developing new strategies to effectively minimize their impact. 
This latter point will be ·further eXplored in Chapter IX. 
This study is an attempt to explore the boundary crossing phen-
omenon and its implications for service users and providers. The 
study was conducted on a time ·sample of clients who· sought (or were 
brought in for) admission or readmisaion to one of the state hospitals 
in New York City and were referred to an                     housing                   A 
total of 100 clienta were interviewed during a ·.10 month period. 
Staff working With the client sample           asked their opinions about 
clients' problems, needs,and level of function. Study data are pre-
sented in detail in the                     chapters (Chapter IV through Chapter 
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IX). The study data indicate that clients who attempted       gain 
entry to psychiatric eervices to aatisfy non-psychiatric needs (the 
stpdy sample) were mostly young, white, Single, male, unemployed and 
had an education below high school level. The majority of clients 
were living with a relative or a friend at the time they sought 
admission to the state psychiatric facility. The majority of clients 
were seeking readmission though they indicated that they were able to 
function independently, and " the staff assessment confirmed this fact. 
The clients ranked their problems in the following order: 
HOUSing, financial, family, work, emotional and medical problems. 
The staff assessment of clients' needs matched clients' identified 
problems with reference to" housing and financial assistance as the 
first two priorities. Statistically, there was a strong relationship 
between the problems priorities identified by clients and assessed 
by             (ra •• 9). 
The majority of clients expected the psycliiatric facility to 
provide them with temporary shelter and" to help them locate a per-
manent housing arrangement. They also expected the hospital staff 
to assist them with their financial and emotional problems. 
The data assembled confirmed one of the study's implicit 
hypotheses that some clients do seek admission snd readmission to 
the public psychiatric facility to obtain help with non-psychiatric 
problems. The data also pOinted out that though these clients did 
not differ in demographic characteristics from those who needed 
inpatient psychiatric treatment, they differed in other significant 
areas such as 'employment status, educational level and source of 
referral to the hospital. 
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The study 'did 'not confirm another implicit hypothesis that all 
clients who seek 'or are brought for admission to state psychiatric 
facilities are highly dependent and low-functioning individuals. 
The majority of the clients sampled, though they were candidates 
for admission to the state hospital, were according to self-assessment 
and staff assessment, abie and willing to live                             in 
community settings. 
The current investigation underscores the need for a clear 
boundary distinction between psychiatric services and social services. 
Such a distinction is a prerequisite for any planning endeavor which 
deals with the boundary crossing phenomenon. We outlined how such 
a distinction could be drawn in a later chapter (Chapter IX). 
The study recommends some options which allow psychiatric 
services to operate,within             boundary limits' (the                 of 
mental patients). These options also insure that all clients receive 
the services they need. One such option is the initiation of a      
                          service delivery center in each                   The rationale 
for and the functions of these centers as well as anticipated imple-
mentation problems are outlined in Chapter IX. 
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CHAPTER II 
PS'YCHrATRIC DrAGNOSIS AND A:DMISSIONS 
1. The Problem in Perspective: 
There are indications that psychiatric admissions are inap-
propirately granted to many persons wno seek" admission to psychia-
tric in/out patient facilities".l 
Our discussion of the consequences" of inappropriate psychiatric 
admissions does" not" :bnply. as- otlier investigators hsve advocated. 
that all psychiatric admissions should lie                   Tne failu:te to 
admit a client who needs- psycRiatric treatment has dire consequences 
for the individual's well aeing, his or her family and the community 
at large. Such                                     lieen cited by Kahn. 2 Mechanic,3 
lStatist1cs on admission to mental health facilities in the 
United States                   :tbat more than fifty percent of the persons 
admitted to outpatient psychiatric facilities" in 1975 did not have 
psychiatric disorders". Tliese statistics also indicate that 2.6 
percent of the persons admitted to inpatient facilities did not have 
psychiatric disorders. 
See: Report to the President from the President's Commission 
on Mental Health, Vol. II, Task Panel on the Nature and Scope of the 
Problems.                         D.C.: GPO. 1978),p. 102 
2Alfred J. ICahn. Studies in Social Policy and Planning, 
(New York: Bussell Sage Foundation, 1969). p. 240. 
3riavid Mechanic. 'Mental Health and Social Policy, (Englewood 
Cliffs, N.J.: Prentice Hall, Inc., 1969), pp. 80-81. 
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Arnoff,l and many others. 2 
An underlying assumption of tUs study, however, is that per-
sons who are inappropriately admitted to psychiatric facilities will 
face the same undesirable consequences that face those who required 
such treatment. Throughout bistory people have tended to reject 
others with a current or past history of mental illness. A psra1le1 
can be drawn between imprisonment and treatment.in a mental hospital. 
It is a fact that persons who are unfairly imprisoned are subjected 
to the same punisbment in prison and resentment by the community that 
the real cr:lminals encounter.: S:lmUarly, persons who are admitted 
to psychiatric facilities are stigmatized regardless of whether they 
were appropriately or inappropriately admitted. Empirical evidence 
even suggests' that a past h1atory of :Imprisonment is more acceptable 
to employers than a history of psychiatric treatment.3 
Inappropriate psychiatric admissions to state' hospitals also 
inadvertently inflate the numbers of service users.                            
these numbers could be misleading to planners and policy makers in 
setting service priorities and sllocating                      
This brief review of the literature is intended to put the issue 
of psychiatric diagDDsia and admiasion in a current perspective. 
lrranklyn Aronoff. "Social Consequences of Policy toward Mental 
Illness," Science, Vol. 188, No. 4195, June 1975, p. 1279. 
2See: . Richaz:d Lamy. "Social Consequences of Mental Illness, II 
in The Making of Mental Patient, Ricbard Price and Bruce Denner (eds.), 
(New York: BOlt, Rinehart and Winston, 1973), p. 351. 
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There are many undesirable conaequences of psychiatric mis-
diagnosis and admissions. One of the consequences that concerns. us 
in this study is locking the person into a career of mental patient. 
Gerald Gordon in his sociological study "Role Theory and 
Illness"l makes a clear distinct:l:on lie tween two roles which are 
associated with illness status, the sick role, and the impaired 
role. Each of these roles has a different set of behavioral expec-
tations. The aick role in Gordon's' view occurs when the prognosis 
is believed to be serious and uncertain. This role serves to 
insulate         protect the ill person. The impaired ,role, meanwhile, 
occurs' when'prognosis is Believed'to Se known and non-serious. 
This role helps tlie perSon'maintain normal activities and involvement. 
Gordon pointed out that tbe appropr:i:ateness Or' inappropriateness of 
the role response to the ill person'can delay, prevent or promote 
recovery.2 
It is a common practice that some clients - like those who 
were interviewed in this study - &e evaluated by the admitting 
psychiatrist as not in need of inpatient psyclliatric treatment. How-
ever, they are diagnosed as mentally ill and are referred to out-
patient clinics. Following Gordon's line of thinking one would 
classify such clients as being impaired and not sick to require 
lGerald Gordon, Role Theory and Illness· A Sori'olOgi'eal 




hospitalization. The paradox, ia that while the impaired role is 
expected to help these clients maintain normel activities and involve-
ment, the mental diagnosis reinforces the sick role with its adverse 
consequences on the client'B life. After Deing diagnosed as mentally 
ill, clinicians begin to enroll these clients in disability benefit 
programs. In order to get them enrolled, the psychiatrist has to 
certify that the client will remain disaoled for a period of not less 
than a year. Such, a statement makes the client eligible for Supple-
. mental S'ecurity IllcOllle (1rsr]. Social workers are instructed to 
stress the client's dissDilitieB rather than his/her strengths snd to 
note in tlie Social S4rvice Assistance (SSA) application tbat the 
client will not be suitaBle for cOlllpetitive employment for       lesst one 
year. 1 
Clients who are                                 diagnosed as mentally ill whether 
they are admitted to an in or outpatient treatment facility enter the 
role of a mental patient. In such a role the client's financial incen-
tive to remain as a psychiatric patient is much higher than the 
incentive to function independently. As a result, instead of promoting 
recovery, the impairment role fosters disability and                        
Recently, Esroff, an anthropologist, studied a group of clients attend-
1ng a psychiatric community treatment program in Madison, Wisconsin. 
The findings of her study suggested that" ••• the clients are enmeshed 
in a complicated system oriented to psychiatric disability - a system 
lSee for example: Disability Under Social S'ecurity, a Handbook 
for Physicians, HEW Publication' ,No. (SSA) 79-10080, U.S. Department 
of Health, Education and Welfare, Social Security Administration, 1979. 
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in             their identities or roles aa crazy people are the means by 
which. they ''make it" or                     ,,1 
Historically, this problem began after the 1960 and the 1962 
amendments to the Social Security Act which extended the aid for the 
disabled (AD) provision to patients in and convalescing from mental 
hospital care. In Oct. 1972 the Supplemental Security Income (SSI) 
program was enacted as part of amendments' to the Social Security Act 
and went into effect in Jan. 1974'. Generally, SSI is perceived as 
a landmark effort by the Pederal government to revamp its welfare 
programs for the aged, &lind and disa&led. 2 The program replaced 
poorly organized' state operated programs for the aged, blind and 
disabled persons with more equitable welfare payments administered by 
the Social Security Administration. The program was also instru-
mental in providing states' with fiscal relief from escalating 
welfare costs. 
oUr special concern is' tliat SSI entitles individuals with a 
cnronic mental illness to receive cash &enefits that are in most places 
substantially higher than                       received through the                 system. 
We should again differentiate between two groups of clients who 
are using the SSI mental disability benefits. The first group consists 
lSue Estroff. MBki19 it Crazy, (Berkeley, Cal.: University 
of California Press, 1981*, p. 38. 
2Paul L. Grimald. gU2D1emental Security Program,                        
D.C.: American Enterprise !i'Stitute for Public Research, 1980), 
p. 1. 
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of persons who are chronically mentally ill. For this group of 
clients the SSI                 has h1g&ly positive consequences. SSI pro-
vides them with the financ:l:al means to support themselves outside 
the mental &cspital. ssr payments also help this group to gain 
access to community living arrangements and become less of a 
financial &urden on their families and relatives if they choose to 
care'for them after leaving tbe hospital. 
The second group of clients         those who gain access to SSI 
benefits as a result of misdiagnosis and inappropriate admission to 
psychiatric treatment. For tBt. group of clients continued eligi-
hility for ssr and otBer ftnanc:l:al support programs becomes contin-
gent upon theu meintaining tlieu si.,:1i: status. Lamb and Bogawiski 
suggest thet such a status bampers vocational                               efforts 
even for those who were mentally ill; in tBeir view' 
WHen'. one includes Medtcaid, food stamps and the supplement 
to the 6as'ic Federal grants supplied 6y a possibility of 
pooling one's resources wttli.anotlier recipient, the standard 
of liVing ma), not; lie so             It is not surprising tllat a 
large percentage of' tbe mentally ill remain 'disabled' and 
totally (or almost so) dependent on SSI. Most of these per-
.sons could be rehabilitated only into low-paying sheltered 
employment or low-level joSs even if they succeeded in over-
coming their fear of venturing forth into the world of work. 
Moreover, they fear that such employment will result in a 
reduction of             already marginal standard of living and 
fear that they will lose one of the cornerstones of what 
little security they have, their SSI status. l 
Such a syatem could also undermine the already reduced motiva-
tion of many mental patients, both schizophrenic and Don-schizophrenic, 
lRichard H. Lamb aDd Alexander S. Rogawski. "Supplemental 
Security Income and the Sick Role," American Journal of Psyc&iatry, 
135:10, Oct., 1978, ,pp. 1221-1224. 
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who could benefit from rehabilitative programs. As a result per-
sons who may need general relief only for a limited time of crisis 
find themselves propelled into a system where, despite the perfunc-
tory yearly SSI review, they may remain for years or for life. l 
Ozawa and LindseY's,2 analysis of tbe problems led them to con-
elude that the ssr in dealing with the economic well being of the 
disabled poor helped                       rather' than rehabilitate and return: 
them to the ''mains'tream'' of society. They suggesb that the govern-
ment is using SSl' to solve a major prolilem, namely "an inabiiity to 
provide employment opportunities to marginal persons by offering 
income support to those,Who are diagnosed as physically or'mentally 
'disabled' (empha8i8 provided)           ,Thay ,also. pointed to the short run 
financial gains VB. the long run psychological and economic loss that 
clients suffer as a result of being enrolled as SSl disabled; in their 
view "elements of irony and tragedy combine in the relative ease with 
which a person can be diagnosed as sclU.zopl'lrenic - correctly or not 
and placed on SSl, and the difficulty of moving off ,SSl because the 
label "scl\izophren:l:c" :l:1it cOllllilonly irreversible. The relatively 
greater economic incentive to stay on ssr than on other types of 
welfare programs, and wide community acceptance of the program, combine 
in gentle entrampment of the disabled who might otherwise strive for 
lIbid., p. 1223. 
2Martha N. Ozawa and Duncan                   "Is SS'! too' Supportive of 
tl'le Mentally nl," Pu&lic                             1977), pp. 48-52. 
3Ihid., p. 48. 
recovery and reentry into the community."l 
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. This entrampment is frequently reflected in former mental 
patients' accounts of their experiences. As an example, a former 
mental patient writes 
When I was a patient, I recall being loaded into a bus with 
other patients and unloaded in Alexandria, Virginia, to 
shop with aDout $2.00 in my pocket. We were sent in pairs 
with explicit instructions to return to the bus within an 
hour •. The discomfort attached to being pUblicly identified 
as a patient from the funny farm in a place I had previously 
toured with my friends, became a driving force to return to 
tae bus. My greateat           upon                 frQm the hospital 
was to       with 'normal' people,· to be accepted in places 
waera I hed &ean tiefore. r resisted and rssented group 
                for montha as a iormer                   From my perspec-
tive, we muat be careful not to create chronic mental ill-
ness by building support systems that ·reinforce the pro&-
1ems.2 . . 
Although. some pat1ants may resist such entrampment, many would 
identify with it aa their o1'&1y means for sun-ival. This fact was 
made clear in an investigative report on a former patient of a 
State hospital. In that report Susan Sheehan quoted the patient as 
saying "Being a mental patient really is my professlcin. I get room 
and board, fringe &enefits like Medicaid and Medicare, and I get 
paid &y SSA and SSI. ,,3 Th1.s entrampment is fostered again by the 
public attitude toward mental patients. As Rabkin suggested " . . . 
lIbid., pp. 51-52. 
2Joan Boughton. "One Persona} Experience:: Before and            
Mental Illness" in Attitudes Toward The Mentally Ill: Research Per-
spective, Report of a NIMH workshop, DHHS publication No. (ADM) 80-
lOll, Jan. 1980, p. 13. 
3Susan Sheehan. "A Report at Large (Creedmoor - Part IV). .!!!!. 
New Yorker, June 15, 1981,·p. 122. Also published in book form. 
See: Susan Sheehan, ·Is There No Place on Earth for Me, (Boston: 
Boughton Mifflin Company, 1982), p. 332. 
overall, it seems unlikely that people identified to the general 
public as mental patients by their appearance, manner, behavior or 
even perhaps reputation, will ever be actively welcome in close 
social or phys'ical proximity. ,,1 
Research studies on la6eling further suggest that labeling an 
individual as mentally 111 contributes to the manifestation of 
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mental illness2 and that the powerless are most likely ,to be labeled 
as mentally ill.3 The effect of labeling as, MOrrissey'and Tessler 
indicate is "to locll the person into it career in which mental illness 
becomes a major social role in a life tyPified by recurrent hospitali-
zationlt.,,4 
Another factor whica is mentioned'                       in the literature, 
is the :Impact of mental hospitalization. It has been suggested that 
organ1Zations such as         state mental hospital 
ro,b the individual of his sense of self direction and 
ultimately damage the capacity for it. Virtue in such 
institutions consists in having no preference about many 
things, in eating whatever is put on the table, in'wearing 
what one is told to wear, or gotng to bed and rising again 
, lJudith ·G. Rabkin. "Determinations of Public Attitudes about 
Mental Illness," in Attitudes toward the Mentally Ill,       cit., 
p. 26. ' 
2Alfred Dean. "Issues' of Deviance, Labeling and Social Control" 
in Tl'Ie S'ocial S'etting of Mental Health, Alfred Dean, et ale (eds.) 
(New' 'York: Badc Books, 1976), p. 194. 
3Joseph P. MOrrissey and Richard C. Tessler. "Selection Process 
in State Mental HOsPitaliza't:l:on:, Policy Issues and Research Directions" 
in Social Problems and Public Policy: 'A Research Annual, Vol. II 
                        Ct.. ,JAI Press, 1979). autnors copy. p. 23.' 
4I bid. 
according to instructiona, in                     "the" best of things, 
The good institution memlier does uot make choices or 
decisions. Be submits and permits b:lmself to TIe carried 
along ss it: were in a 'moral automoliile." WIlen he returns 
to civil life. his suddenly uncorseted soul seems flsliTly 
and incapa&le of stand:tng alone. 1 
. A second consequence of inappropriate psychiatric admissions 
is the role it plays :tn misallocation of pulilic funds and an 
unb.a.anced system of serv:l:ce del1.very. i'lture projections of the 
needs for social services are               based on the                   of 
clients who seek suca services"tarougn social service programs. 
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Taese projections. &owever. couid lie :tn error when many of these 
clients are 1napprop:i:tately locked 1.n state mental institutions or 
are receiv:tng such services after oe:tng lelieled as mentally "disabled. 
Tllere are also :Indications tllat at t:blaes o"f &:tgh unemployment 
the numBer of adm:l:ss:tons to mental                     1ncreases.·2 A drop 
in t&e rate of unemployment at a t:blae of recession may be a reflec-
tion of a s&1ft from"unemployment rolls to tne mental disa&il:tty 
rolla witl'laut an improvement in tile rate of employment. Lindsey and 
OZalNll's research in this" area indicated tllat the implementation 
of ssr ma!ie       financially advantageous for the client to be class1.-
fied as "totall.y and"                   disaliled rather than merely poor or 
lWilled Waller. The Veteran Comes Back. (New York: Dr.yden 
Press. 1944). p. 191. Quoted by J. Evans. "Stratification. Alienation 
and the Hospital Setting: A Study in The Social Psychology of Chronic 
Illness. II Bns1.neer1ns Experiment Status Bulletin. Ohio State Univer-
sity. Vol. XXIX. No.6. Nov. 1960. p. 20. 
2M.H. Brenner. Mentsl Illness and the Bconomy, (Cambridge. 
Mass.: Harvard University Press. 1973). p. 319. 
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unable to find work hecause in this way he or she should he eligible 
1 to participate in the ssr program." Tliey further argue that the 
SSI provision coupled with tbe easily oDtained psychiatric diagnosis 
for determining mental dlsa&ility were instruaental in escalating 
psychiatric admissolous and the numliet: of mentally disabled persons 
on SSI roleso. 2 
Recently, the Senate Flnance Commlttee Report on the Social 
Security Disability Amendments of 1980 referred to the fact that 
disability criteria differ from one state to another. As a result, 
the report lndicates "it iEf eeEfier (or more difficult) to meet the 
disa»11lty definition depending on where you 1ive.,,3 1be Steering 
CoDllllittee on the ClU:on:l.ca11y Mentally 1"11 Report to the Secretary of 
the Department of Health and Human Servlces agreed with the Senate 
Finance Committee findingEf and added tliat 
The current SSA (Social S"ecurity Administration) definitions 
of mental disability is difficult to apply                              
and accuracy. Thls EfltuationOezista                   because of 
reliance on inexact medical findings and evidence of non-
defined social flebav1orso, Sut because the connection between 
mental illness and ability to work is difficult to determine. 
SSA bas not developed definltive decisional tables for voca-
tional capacity for llia mentally disabled, as it has for the 
physically                    
lDuncan Lindsey and Martha Ozawa. "Schizophrenia and SSI: 
Implications and Problems," Social Work, Vol. 24, (2), (March 1979), 
p. 122. 
2Ib1c1 .. , p. 121. 
3Quoted in Towardoa National Plan foro the Chronically Mentally !!!.o DHHSo Pufllication No. (ADM) 81-1077°, (Washington, D. C.: U. S. 
Department of Health and HUmen Servlces, Dec. 1981) pp. 3-6. 
4I &id., pp. 3-7. 
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Lindsey and Ozawa agree             Braginsky, et al., that since 
state hospitals are filled·witn those wHo want to drop out, or who 
no longer accept tne usual demands placed on them by society, the 
Federal government ougnt to "recognize, the dropout for what he/she 
is,,,l and tbat "b-Ilere .:I:s no need to stigmatize or castigate the 
individual for not remaining in his or Iler position in society.,,2 
If the federal government decides to sustain those who drop out·, 
this might be done more effectively witliout resorting to psychiatric 
labeling. In fact, requiring tne application of label may be        
functional Because the individual may be forced into a career or role 
from whicn it       difficult to exit. 3 
·Eighty-five percent of those in our sample were either unemployed 
(54Z)" or not in the labor force because of mental disability (3lZ). 
Almost all of tnose clients expected the hospital to provide them with 
snelter or .Ilelp them locate permanent housing. When clients were again 
asked about their expectat·ions f;-om the hospital with reference to 
problems they said they bad, tne answers were 4onsistent. E.1ghty.-seven 
percent of the sample expected help from the hospital with their 
housing problem, S9 per,cent expected the hospital, to help them with their 
financial prolilemS'. ThiS' somewhat lower percentage of financial 
expectants could lie attriliuted to the fact that 4SZ of tile sample 
were receiving SSI benefits. A lower percentage of clients expected 





help with, their emotional problems (51%) or family problems (31%). 
ThoUSh a majority of 65 ,percent were out of work op1y 39:percent ex-
pected help with work 'related problema. 
We are aware of other possible interpretations of these data. 
ODe such, interpretation is that clients Iieing diagnosed as mentally 
ill have no clear understanding of their needs. However, empirical 
studies and the investigator's personal observations suggest ae 
Ludwig indiCates'tllat "patients'liave a far lietter understanding of 
our soc tal value system witll its iDlierent limitations than we have of 
their'a. tlley' can employ'a repertotre of'bebaviors that function as 
a pusn button'to elicit the                             or social responses; there-
by ensur:tDg tlie atta:lJment of tlieir goals."l 
BDlzberg may have summarized the issue of inappropriate psychiaaric 
admissions ,elegantly wfien lie suggested tliat "     in examining the', 
large proportion of patients who seei. the mental hospital as a 
refuge ••• '" we may yet discover that for many people whom we have 
lalieled seliizophrenic. ,we are merely "psychologizing" the social phe-
nOlllenon of poverty. discrimination. and powerlessness •• ;" and 
"that .there is more tMn the sugge ... tion that fOJ; many '\lCD.people 
lAo Ludwig. Treating the Treatment Failures - The Challense 
of Chronic Schizophrenia. (New York: Grune and Stratton, '1971). 
p. 6. 
See also: B.M. Braginsky. et a1.. "Controlling OutcOIIIes Through 
Management: An Exper:lmenta1 Study of Manipulative Tactics of Hental 
,Patients" in The Making of Mental Patients,       ill., pp. 242-252. 
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                                                the Qn1l alternative to such debilitating social 
conditions. ,,1 
TIius·, there are :l:nd:tcat:tons- to suggest that it is :Important that 
w.e &egin to recogn:l:ze cl:l:ents' socilll serV:l:ce needs as they are. Such 
recognition will maRe it unnecessary to iIu&ject those clients to what 
lias been referred to as- "tHe degradation cermonial of psychiatric 
examination, dtagnos·:I:s, and                                     ,,2 and unwarranted costly 
psychtaFric                   as' a prerequisite to meeting. those needs. 
                  current practtces, predict:l:ons of increasing use of 
mental health. facilities· such as made by Kramer3 could be viewed as 
self fulfilling                           An increase :l:n inappropriate psychiatric 
admissions results in exaggerated· monetary allocations in this area. 
At a t:lme of decreas:lng appropriations for social services, many 
clients in need of sucH services· are left with no choice other· than 
to accept them under a psychiatric Banner. TOe numbers of. these clients 
are again used as a justification for more allocations for mental 
bealth. services. 
              D. Holz&erg. Introduction to B. Brag insky , D. Braginsky 
and K. Ring. Hetl'lods of Madness: The Mental Hospital as a Last 
Resort, (New· York: HOlt, Rinehart and Winston, 1969), p. 7. 
2Braginsky, et al., Iliid., p. 184. 
3Horton Kramer. ,ipsychiatric Services and the Changing Insti-
tutional Scene", 1950-1982, DREW PUS .• No. (ADM) 77"-433, (Washington, 
D.C.: Government Printing Office 1977),pp. 45-46). 
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Recently, many psychiatriats have begun to question the wisdom 
of spreading the Umbrella of psychiatry over problems of living. 
Clients with, social service needs are being perceived as "using 
the role of psychiatric patients aa a ticket into a ,system of 
i ,,1    serv ces, or,                 it crazy as a means of survival. 
Addressing bis colleagues about the future role of the state 
hospital .. a leading" psychiatrist pointed to the fact that open 
for all admissions to state                         facilities on "humanitarian 
grounds are financially disastrouS' and clinically invalid. He called 
for more selective admissioDlt Based only on psychiatric determina-
tion. His rationale was that "youdo not carry somebody's torch when 
it starts' to burn your fingers.,,3 
2. The Admission Process: 
Legal and c{inical criteria of                         admission in general and 
in state hospitals' in part'icu1ar vary to some degree from one state 
to another. However. for tbs purpose of our study we used New York 
State laws, regulations and practices as a principal source of our data. 
Creedmoor Psychiatric Center admission procedures are used to illustrate 
lAlvin M. Mesnikaff. "Barriers to the Delivery of Mental Health 
Services: The New' York City Experience." Hospital and Community 
Psychiatry, Vol. 29, No.6, June 1978, p. 375. 
2Sue                   Making it Crazy • .22.. ill. 
3Bohert Campill                                   American Psychiatric Association) 
"State Psychhltric Centers', Present and Future," Lecture at Creedmoor 
Psychiatric Center Ground Bounds,           11, 1982. 
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        the state policy is fmpleaented at the local level. 
State Mental Hygiene           in                 State set· three categories 
of admisa'ion to hospitals for the mentally ill: informal, voluntary 
and involuntary. According to the state law;!. an informal patient 
is one who requeats treatment and is admitted without making formal 
or written application. A voluntary patient is one who voluntarily 
makes written application for care and treatment. If the person is 
under sixteen years of age, the person may De received as a voluntary 
patient only· on the application of the parent, legal guardian, or next-
of-lin of such person. These persons are treated                           h9spital 
If the person is over sixteen and under eighteen years of age, 
the hospital director may, at         discretion, admit such person 
either as a voluntary patient on         own application or on the appli-
cation of the person's parent, legal guardian, or next-of-kin. In 
order for a person to De suitable for admission to a hospital as a 
voluntary or informal patient, or for conversion to such status, he 
must be                   of and be able to understand: 
1) tRat tbe hospital to which he is requesting admission is a hospital 
for the mentally ill 
2) that he is making an application for admission 
3) the nature of the voluntary Dr informal status, as the case may be, 
and the provisions governing release       conversion to involun-
tary status. 
lState of New York, Department of Mental,Hygiene,Department 
PoUcy Manual (Sections: 400.1 - 406),1974' -1975'.· 
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A                 may be                   involuntarily through three methods: 
on medical certification'and by two types of emergency admission - a 
certificate made by the director of community services or on an 
emergency &asis for :lmmed:l:ate observation. care and treatment. All 
involuntary patients DlUs't De "ill need of involuntary care and treat-
men,t." Tllis' means that the person has a mental illness for which 
care and                     in a hospital is' essential and that ordinarily 
the person's judgement is so impaired that he is unable to understand 
the need for such care and treatment. In all cases of involuntary 
admission, the need for Hospitalization must be confirmed by a hospital 
staff physic:i:an Before the patient       formally admitted. 
Involuntary admission :involveS' tllose persons judged through any 
of the atiove metHods to have a mental illness for which, immediate care 
and treatment in a hospital is' appropriate and which is' likely to 
result in serious' harm. to self or others'. The law defines "likely 
to result in serious' ,harm" to mean: 
II substantial risk of physical harm to himself as manifested by 
threats of. or attempts at suicide or serious bodily harm or 
other conduct demonstrating' that 1\e is dangerous to himself, or 
21 a substantial risk of physical harm to other persons as mani-
fested by homicidal or otller violent behavior by which others 
are placed in reasonalile fear of serious pllysical harm. The 
need for :Immediate hospitalization shall be confirmed hy a staff 
phys'ician of tile hospital prior to admission.' 
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The law gives the police the power to take into custody a person 
        appeara to be menta11T ill and is conducting                 in a manner 
which is likely to result in serious harm to himself or others 
(MHL9.41). The police also may transport the person to a designated 
facility or detain him in a safe and comfortable place while notifying 
the county health or mental health officials (MaL 9.39). 
In summary. the main distinction between the types of peychiatric 
hospitalization is voluntary or iuvo1untary. Voluntary hosptia1iza-
tion implies a) the client has sought treatment willingly and without 
compu1si"On, tI) the client must Be 'I.in need of care and treatment" at 
an appropriate facUity and is not necessarily harmful or                      
c) the facility is under no legal obligation to admit. and d) the 
client may leave the facility without notice at any tfme. 
Involuntary hospitalization. meanwhi1e,imp1iea a) the client's 
                  indicates the                   of a diagnosable mental illness, &) 
the client's judgement is impaired. cl there is a 1iklihood 01 serious 
harm to self or others. and d) once admitted. the client may not 
leave the facility without                  
OUr study sample was drawn from persons who sought voluntary 
admission or re-admission to a s'tate psychiatric hospital. namely to 
Creedmoor Psychiatric Center.1 The main sources of referral for 
1Effective March. 1974 all 'state hospitals in New York State 
were renamed as psychiatric centers including Creedmoor. In practice. 
state hospitals and psychiatric centers are used interchangeaBly. Re 
u.sed '" the tw names "Center" and "HOspital" :Interchangeably through-
out this study. 
admission to Creedmoor Psychiatric Center are. self. family. or 
friends. courts.                       units in the city general hospitals, 
outpstient clinics. police. private p&y.sicians snd psychiatrists, 
other mental hospitals. residential facilities and nursing homes. 
and other information and referral agencies. Creedmoor is desig-
nated as the state mental hospital for Queens County. 
The Queens County map is divided into fourteen county p1snning 
board districts (Appendix 5). Tnese distriCts are grouped into 
nine health catchment areas (A through X) (Appendix 5B). Tne nine 
health areas are again grouped into three administrative units: 
ABC. EFG. and ERr or Western. Central. and Eastern Queens. 
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According to the hospital policy manual and current regulations. 
Creedmoor accepts direct referrals for admission of persons who were 
discharged or screened out &y the hospital within the past 90 days, 
on a 24 hour a day. seven days a week               Individuals currently 
enrolled as Creedmoor outpatients are screened for admission or re-
                  regardless of the length of time since they were dis-
charged. The hospital slso assumes a 24 hour screening of patients 
for emergency admissions from Eastern Queens and one of the community 
health planning districts which is not covered by the county general 
hospitals psychiatric emergency rooms". 
Individuals who present themselves or are brought hy others at 
a municipal emergency room can &e directed to Creedmoor if they are 
willing and capali.1e of" voluntary legal status. Persons from Western. 
and Central Queens are not admitted directly to Creedmoor lIut rather 
tfu:ough municipal Dospita1s. After municipal hospitals make a serious 
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for further treatment. Voluntary clients from Western Queens and 
Central Queens, not treated as inpatients at Creedmoor for the last 
90 days are referred to the appropriate city hospital (Elmhurst and 
Queens General Hospitals). 
Voluntary admission of clients age 65 and over are administered 
by mobile geriatric screening and after care teams. These teams see 
clients in nealth related facilities, skilled nursing facilities or 
at.Creedmoor. Persons in this age group who live in adult homes are 
screened by the Community Support Services (CSS) Team. a separate 
state funded project. All criminal procedure outpatients are referred 
to a forensic unit in the hospital grounds. 
Spencer and Mattson outlined clinical criteria for admission to 
a psychiatric .hospital regardless of the person's legal status. 
These criteria 1Dclude at least. one of the following: 
        the patient poses en immediate physical danger to self or others 
2) the patient is unable to care for self, and others are unable to 
care for him 
3) the patient is                         psychiatric symptoms or                    
deviant behaVior, the magnitude of which is not tolerable to 
him or society'- The patient's bebavior is a serious threat to 
his adaptation to life, and hospitalization at this time is 
necessary to control this behavior 
4) physical illness required hospitalization, physical care can be 
provided in a pGychiatric unit, and an associated psychiatric 
condition cannot be handled as well elsewhere 
5} tRe. pat:l:eni: needs a spectf:l:c form of psycl'l:tatrie treatment tbat 
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can be provided only in tile llospita1. ,,1 
We noted tliat Ii.otli. tIle New- York State Mental Hygiene Law and 
Spencer and Mattson's' criteria for psychiatric admission are based 
on diagnos·is· of symptoms ratl'ler than on the person's level of 
functioning. As we twill pOint out later. state hospitals in New' 
'lbrk. S·tate are currently· us·:I:ng the patient level function as a basic 
criteria for assess'iug the need for inpatient treatment. 
3. Causes for Inappropriateness in Diagnosis, Admission and Re-
admiss10n to State Psychiatric Facilities: 
Literature review' and the investlgator's'personal observations 
during a reriod of more than ten years' as a                         social worker 
in a large state hospital suggest that many clients with no psycl'liatric 
problems .seek admission and readmission to in and outpatient psychiatric 
treatment facilities. When they present themee1ves or are presented 
by others. such clients are likely to be given a psychiatric diagnosis 
and are admitted or readmitted to the hospital or are automatically 
referred to outpatient psychiatric clinics. The causes for inappro-
priate admissions to state facilities and to psychiatric treatment in 
general. could be grouped under the following categories: 
- The lack of a clear definition of mental illness. 
- The lack of defined boundaries of psychiatric and 
mental health services. 
1James B. Spencer and Martin R. Mattson. "Criteria for Admission 
to a Psychiatric Hospital," Quality Review Bulletin. Dec. 1979. 
p. 6. 
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- Professional and clinical judgment errors. 
- Internal and external organizational pressures • 
. A brief exploration of ·each bf the above categories is in order 
Current definitions of. menta.,l illness vary Significantly. At 
one extreme are those who think that mental illness is a myth that 
should not be identified as illness. l At another extreme are those 
who suggest that mental illness is common among all individuals and 
that "health is a fictitious concept. in the psychic stratwn."2 
There is an ongoing philosophical, medical,                   sociologi-
csl as well as political debate concerning mental.illness and mental 
                It is beyond the scope of this study to cover all view points 
. of this debate. However, a brief discussion of the definitions of 
mental illness may help illustrate the dilemma surrounding this issue. 
Earlier, we referred to the fact that the latest Presidential 
Commission on Mental Health did·not offer a definition of the term 
mental illness and osimply stated tJlat "opinions vary on how mental 
illness should be defined.,,3 Lack of such a definition is sometimes 
attributed to the fact that concepts or bodies of experience such as 
lThomas Szasz. The Myth of Mental Illness. (New York: 
Harper and Row, 1961). 
2Kurt O S. Eissler. "The Efficient Soldier" in Warner Muenster Burger and Sidney Axelrod (eds.) The Psychoanalytic Study of                
(New York: International Universit1es Press, 1960). 
                to the President from the President's Commission on 
MentaOl Health. Vol. 1 (Washington. D.C., Government Printing Office, 
1978). p. 8. 
11 
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lU!alth 'and diseaae are too elusive to su&mit to definitions. l 
Wylie in offering this rationale also suggested that "a neat liut 
illadequate definition may serve as an excuse to stop further 
                          A             t def :1ntt:l:on in lCylie' s view may even cramp the 
growth of a field and mais :tt d:f:fUcult to justify new and helpful 
patHwaya which:.seem outside tlie scope of the definit:l:on. 
Standard                     of psychiatry and the American Psychiatric 
                        Diagnostic and Statistical Manual of Mental Disorders 
(»SM) in itS'             editiona dfd not provide a definition of mental 
illnesS' and mental disorder. , 3' , ' Spitzer, a psychiatrist. and co-ed1tor 
of the currant DSH III, suggests tIlat tbe reason for such omiseion 
, 4 ' 
ill that no definition is needed. Coulter, Ullman and lCrasnerS and 
otlier acbolars in the field take an opposite view and in,,1st on a 
usable operational definition of tria term.. As Coulter indicetes, 
"a recurrent pro&lem has &een the polymorpliaus character of the 
lChar!es M. Wylie, "The Definitions and Measurements of Health and 
Disease," Public Health Reports, Vol. 85; (2), Feb. 1970, pp. 100-104. 
2Ibid., p. 100. 
3Robert Spitzer and Paul T. Wilson,. "NosololY and the Official 
Psychiatric Nomenclature," in B. Kaplin" A. Freeaman and B. ''S'adock: Ceds.) 
Comprehensive Textbook of Psychiatry, Vol. I, 2nd ed., (BaltiBore: 
Williams & Wilkins, 1975), p. 827. ' 
4Jeff Coulter.                       to Insanity: A                           and 
Sociological Study. (\Bw'York: John Wiley & Sons. 197 ). p. IX. 
5Leonard P. Ullman and Leonard Krasner, A Psychological Approach 
to Abnormal Behavior, second sdition (Englawood Cliffs, N.J.: 
Prentice Ball, Inc., 1975), pp. 11-12. 
concepts used by psychiatriats and others to ratify common-sense 
ascriptions of insanity and their resistance Co meaningful            
tionalization.        
Altftough. there is' no explicit universally accepted definition 
57 
of mental Ulness'. there· are two'main approaclies wliich dominate the 
field. The first is the American approach which views mental 111-
ness broadly to include any eignificant deviation from an ideal 
state of pos'itive mental health. THe second is the European approach 
which. is narrow' in scope •. These two approaches         built on the 
nature of a continuum of' conditions' from l\:lgl\ly des·irable ('positive 
mental liealth) to highly· undesira61e                 illness). The narrow-
ness of         European approach according to Spitzer and Wilson. results from 
placing tlie cut-off point of mental disorder closer to the highly 
undesirable end of tl\e continuum "so tliat only conditions clearly 
associated with suffering and disaRility are designated as illness 
or disorder.,,2 
Despite differences·insc9pe. the.two                       seem to define 
mental illness as the aDsence of positive mental healtli. therefore. 
a definition of mental Health is warranted as a prerequisite to 
follow' tRe logic of.                 approacft. 
CUrrent psychiatric dictionaries such as tampell3                  
lCoulter.       =.!t .• p. 4. 
2Spitzer and                     .2l!..;      •• p. 829. 
3Robert J. Campel,l.                             D.ictionary, fifth, edition • 
. (New York: Oxford UO:iversity Press, 1981). p. 276. 
mental health as: 
Psychologic well being, or adequate adjustment, particularly 
as such adjustment conforms to community accepted standards 
of human relations'. Simle characteristics of mental health 
are: reasonable independence; self-reliance; self direction; 
ability to do a JOD.; ability to take responsibility and make 
needed efforts; reliability; persistance; ability to get 
along with, others and w.ork w:f:tl!. otliers'; cooperation; ability 
to work under authority, rules' and difficulties; ability to 
show friendliness and love; ali.1lity to give and take; toler-
ance of others and of frustrations; ability to contribute; 
sense of humor; a                   beyond ones self; ability to find 
recreation as in hoBbieII'. "I ' 
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This definition of positive mental heal tn, ls' subject to criti-
cism because of' its apparent Broadness, redundancy and 'exclusive-
ness. Tlie main criticism,                     ill' tllat a definition of what 
const.itutes pos'Hive               health i'S' no SuBstitute for a separate 
definition of what constitutes mental illness, disease, or disorder. 
As Jahoda illdicates, mental liealtll and mental disease are qual ita-
tively different, and tne a5S'BnCe of mental disease is not a suf-
ficient criterion of mental nealth. Jahoda also suggested toot "no 
satisfactory concept of mental disease exists' as y.et and that little 
woli'ld be gained by' definmg one vague concept :I:n .. ·.terms of the absence 
of another which is' not more precise. 2 . Jahoda' s criticism further 
suggested that the assumption tliat mental health be compatible 
w:ith. all I\:f:gh. values is actually not' necessary. ' BiJman bamgs in 
Jaboda'S' view can never'serve all tlie ntgnest values simultaneously 
'and to deny conflict of'valueS"6y' S'Btting up such global standards 
, lIbido 
            Jahoda.· 'Cuttent'Concepta'of:foaitive'Mental:Hba1th, 
(New York: Basic Books, 1958), p. 79. 
for aental health leads in her           to a denial of the condition 
of 6sing human. l 
Diagnostic symptoas of mental illness are subject to questions 
as well. In his critique               medical diagnosis of mental illness 
Coulter2 pointed out that 
The symptoms of 'schizophrenia' for example are not bodily 
complaints nor are they identified· through the judicious 
use of the props                       tecftnology even though medical 
approaches come into play in treatment schedules·. Rather 
the symptoms are framed as the result of the applicstion of 
a disease aods1· to people'S- talk and conduct, tbeir beliefs 
and cODDDunicated· experiences', E:l:ther· such talk and conduct 
are understood· as evidenCe'of·some disease process that 
underlies them, or· tliey' are treated as the Ulnesa itself. 
Tl'Ius. the c!1rrent practice of· psycRiatry led                       to the 
conclusion that the medical diagnostic approach. lacks scientific 
va1idity.3 
The proSlem of defining aenta1 disorder is further coaplicated 
by the constant change     d:l:agnoat:l:c concepts' •. Many ex8lllples are 
cited in thia regard such. as sexUal preferences and addiction to 
certain drugs. B'omosexuality as' an ex8lllple, was considered a mental 
              according to tbe                   Psychiatric Association D:l:agnostie 
Manual until the 1970's. bt was excluded in the current DSM III. 
Such changes give credence to i:he view that people are diagnosed as 
mentally ill           their personal condact violates certain ethical, 
political. and social norma. Since these norms are subject to change 
lI1i:I:d • 
2Coulter.       .ill., p. 14. 
3"Exploration of Mental. I11nesl'l," an editorial. 'The Journal 
of 'Nervous and Mental Disea·se·,           166. No.6, June 1978, p. 382. 
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so is the evaluation of the behavior associated with them. 
Change in legal definitions of acts which are                       evidence 
of mental illness,' also has a great impact on the decision to admit 
or not to admit a person to a mental hospital. As an example, a 
recent study conducted &y tlie La1)oratory of Community Paychiatry at 
Harvard Medical School found a aigniftcant decline in the               of 
psychiatric admissions       the State of Massaohusetts. This decline 
occurred since 197i after the implementation of the Massachusetts 
Mental Health Reform Act of 197Q.l The Massachusetts Mental Healtli 
Reform. Act put into effect a "dangerousness" standard as the primary 
Oaais for involuntary civil cOllllllitment of the mentally ill. The 
new' standard insisted that "colllDlitment can result only if failure 
to nospital1ze would create a likelihood of serious ha:rm by reason 
of mental illness. ,,2 
Cnange in legal definitions also has its impact on discharging 
patients from mental ftospitals. Recently, an increase in long stay 
mental patients census in New' York             was attributed to changes 
in tlie Criminal Procedure Law (CPL) and state mental health regula-
tions.3 It was reported that the new law and the Offtce of Mental 
lAo Louis McGarry, et al. Civil Commitment and Social Policy: 
An Evaluation of the Massachusetts Mental Health Reform. Act of 1970, 
U.S. Dept. of BHS. DHHS Pu&l1catton No. (ADM)                   p. 11. 
2Ib!d 4 __ ,_e, p •• 
3Trends in the Mental Realth Census, 'a report prepared by the Policy 
AnalysiS' Group. Divis,ion' of' Program Development and Planning, New 
Yori State Office of'Mental Healtni Septemtier 1981, p. 14. 
61 
Health regulations                   a series of reviews and notifications 
before patients hospitalized under sections of CPL·can be released or 
discharged to non-criminal legal status. These requirements were 
cited as the reason for prolonging the length.of stay for this group 
of patients and resulted in the current census increase. 
For the purpose of this study we have adopted an operational 
definition of mental illness to facilitate sample selection. This 
definition follows·: "Mental illness or mental disorder .is any 111-
ness or group of                   identified· as such by a psychiatrist or a 
psychiatric treatment team during the course of examining a client as 
a candidate for psychiatric treatment." This operational definition 
is somewliat s·:lmilar to a defil1:1:tion presented by Scott which states 
                illness· may· be defined,       exposure to psychiatric treat-
ment."l 
We are aware of at           .two basic problems with this defini-
tion. First, tl\e majority of clients are brought to the psycl\ia-
trists' attention by relatives', police, school authorities, and 
neighBors; thus', wfiile tbe dtagnosis is' decided by the psychiatrist, 
tne decis·ion as to who gets to &e                     is decided by others. 
As a result, beliaviorS' that are not acceptable to the                     agent 
are the ones that are diagnosed &y the psychiatrist. The risk here 
is that persons are               to be admitted for psychiatric treatment 
on the             of lay definitions of mental illness; as· Mechanic 
          Scott. "Social Psychological Correlates of Mental Illness 
and Mental Health,"··Psychologicai Bulletin, 1958, 55., 65-87. 
62 
indicates "community persons. are brought to the hospital on the 'hasis' 
of lay definitions, and once they arrive their appearance alone is 
usually regarded aa sufficient evidence of illness. 1Il Solomon2 bas 
suggested that not' only tlle presenile of' individusls accompanying 
tlle client, But tbe attitudes' of tliose iudividusls were of greatest 
impact on tlle admission                                 is also the possibility 
tHat many clients are brought or sought ,dmission to the state 
nospital out of the need for snelter, food, clotlling, and financial 
aid. As we w:l:ll indicate later, oui:, study data gives credence to 
this.' latest as·sUll1pt:l:on. 
Tlle issue of definitiona is further complicated by the fact 
that American psychiatrists tend to follow a broad approach in 
defining and diagnos1ng mental disorder. Thus tlle likelihood of 
accepting a client witll no psyclliatric problem to treatment is higner 
than rejecting a client who needs sucll treatment. 
Scheff3 analyzed rules, types of errors and their consequences 
in medical disgl1Olfis" He demonstrated that in uncertain legal cases 
decisions are made according to tha explicit rule that a man is 
innocent until proven gU:!:lty. Likewise llis findings suggest that 
pnysicians tend to follow' a decision rule "when in doubt, diagnose 
illness." Scneff argues that tllis decision rule may he acceptable 
lDavid Mechanic. "Some Factors in Identifying and Defining 
Mental nlnes.sll.in The Making of Mental' Patient,       ill., p. 23. 
2p. Solomon. The Admission                           £!!:.., p.            
3Thomas J. Scheff. "Decision Rules, Types of Errors, and their 
Consequences in Medical Diagnosis," in The Makins of Mental Patient, 
      cit., p. 211. 
63 
in purely medical mattera, but in psychiatry as a medicine speciality, 
d:l:agnoses cail cause i'1'reversilile liarm to- the patient's: social status. ,,1 
All the 100 clients         participated in our study were screened 
by the "admitting psycliiatris"ts at the state t\ospital. Though all 
clients were judged as not" in need of psychiatric inpatient treatment 
93 of them were given a psychiatric diagnosis. Only 7 clients had 
their                       deferred. Meclisnic reported in an earlier study in 
two mental hospitals over a period of taree months that he never 
observed a case where tfte psychiatrist advised the patient t1iat he 
did not need" treatment. Bather" all perSons wno appeared at the 
hospital were absor&ed" into the patient population regardless of their 
ability to function adequately outside tlie hospital. 2 
The tendency" to lie on the «:teaael. side in                                 could be 
further explained in ltglit of" the pnyaician's orientation in diag-
nos:l:ng tlealth and d:l:sf!!Sse. Er:l:c Cassell of Cornell University Medical 
College defends sucn a 5road sickness approach in stating that "every 
physician has seen" how" devastating it 1s to the sick person to lie 
told that nothing is wrong. Such patients are enormously relieved 
when even serious disease is found because to deny a person's own 
fundamental perception of 'themselves' (sic) as functioning or not, 
is to deny the person. ,,3 One could argue that clients are equally 
lIhlcl., p. 212. 
2Meclian:l:c,    • .!:.tt., p. 24. 
3Eric J. Cassell. Book"Review, The Theology of Medicine, by 
Thomas Szasz," Soc. Science Med., Vol. l4C,1980; p.          
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reli",ed loIhen" they are given" "1Ilhat they consider a 'clean bill of 
healtR! Balled" on" tne profesil:i:onal judgment of" their                      
Anotfier" argument is" thet           patient& do not fit clearly" defined 
                                              thet can &e reliaBly" identified. These 
patients are seeu" By many expertB in tne field as having a variety 
of p'roblems" of living whose class:l:ftcation as diseases does little 
to promote effective treatment. l 
In another vein. the definition issue is influenced &y the 
personal convictions" of tftose responsible to undertake such a task 
&y tlieir professlonSl organization. As" a case in point. Spitzer 
the principal editor" of" the Current American Psychiatric Association 
"Diagnostic and :Statistical "Manual of Mental" Disorders" advocates 
an expanded definition of mental                     In an earlier article 
with"Wilson. Spitzer and Wilson2 see no need for a definition of 
mental illness and suggest that psychiatric problems are not 
necessarily "diseases" but disorders" treata51e in' a medical mode. 
In tfieir view these psychiatric disorders could include those con-
ditiona of human suffering and disaliilities" tllat respond to medical 
trea ment • 
Inappropriate use of psychiatric facilities is also attributed 
to lack of defined BoundarieB of psycniatric and mental health treat-
ment services and the Broadness of the mental illness defiuition in 
tlie                                   The boundary issue as we reported earlier has 
lExploration of Mental Illness.          •• p. 383'-
2Spitzer and Wilson.               p. 827. 
3Spitzer and Wilson. S!..    •• p. 79. 
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been the subject of a lengthy debate since the early 1960's and the 
:!aplementation of the CODllllunity Mental Health. Center Act. Many 
scHolars' in social work, soc:tology" psychiatry, and psychology offer 
different perspectives in dealing with the issue. 
Kahn' S' view', whicli. :l:Ir shared' by msny scliolarlf in social work, 
SOCiology, and plfYchology, is- that paych:IBtry cannot claim itself an 
authority on all social problems' and deviance. In his view:, much of 
social research, policy and planning in tliis general realm "belongs 
in otlier domainlf and to other' professions', while psychiatry sliould 
concentrate. on its care, treatment and control assignments."l 
Meclianic adopted a Ifim:tlar view' and suggested that "prolilems such as 
drop-outs, experimenting with drugs and un-wed mothers         problems 
rooted in the influences and definitions of the society, rather than 
in the conditions of individuals."2 Such problems in Mechanic's view 
are not in the domain of psychiatry unless the person is also 
mentally ill in the more narrow sense.         psychiatrist's function 
in Mechanic's view is to provide lielp to individuals who are dis-
abled because they suffer from the specific kinds of problems which 
psychiatrists are uniquely trained to handle. 
On the other liand, there are tllose who proclaim that problems 
of daily living are suliject to psycliiatric intervention. Many 
1 Alfred .J. Kahn, Studielf' tn Social'Policy, p. 207. 
2David Mechanic.       c:l:t., pp. 31'-33.' 
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scholars see this practice as houndary bustingl and the medicaliza-
tion of social problems. 2 Kahn's attrieutes this phenomenon to " 
"the general tendency in the American culture to humanize, and even 
to Ps.ycl\o-logise our approach to most social institutions.,,3 Kahn's 
analysis" of the                       tssue from" the planniug and practice 
perspectives" suggested that "the key to ttie boundaries problem is 
where medical control and responsiBility are required for interven-
tion or where professional and public definttion, self perceptions 
and inatituttonal rules support tt. the service is provided under 
ttie auspices" of community psycR:l:atry". Otherwise one turns to 
counseling, guidance and other" activities               the general non-
medical social service                 ,,4 
Kabn and Mecl\anic' s views on the boundaries i"Ssue are" shared" by 
many in tne psycl\iatric "profession, ttiough they are in tne minority. 
Some prominent psychiatrists such as Busse, a former president of 
the American Psych:l:atric A8sociation, argue that "psychiatric 
services stiould 1I0t be the tool for restructuring society or solving 
economic problems or for determ:l:niug newbuman values. Psyctiiatric 
services should he continued "as patient oriented activities designed 
to reduce pain and discomfort and to :l:ncrease the capacity of the 
1M. Wagenfeld and S. Bobin. "Boundary Busting in "the Role""of 
tlie Community                           Worker," Journal of Health" and Social 
BehaVior, vol. 17 (June li76). pp.ll2-l22. 
2Tliomas Szasz. Psycntatr:l:c" SlaverY, (New York: Free Press", 
1977) • 
3A1fred J. Kahn, .!ll!.' ill .• p. 20. 
4Iliid •• p. 200. 
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iDdividual to adjust satisfactorily."l In his presidential address 
to the first Pacific Congress of Psychiatry, David Maddison of the· 
UniversitY'of New castle in New South Wales, offered a similar view 
when be told hia audience that during the opening years of the 20th 
century, it was clear to everyone what the psychiatrists task should 
be, and that there were clearly defined boundaries over which nobody 
expected the psychiatrist to step. In his words, "the business was 
clear, to treat mad people, the madder the better. Nobody expected 
you to do very much good, and certainly no one would beve dresmed 
of asking your advice about problems in twman living other than those 
that were made manifest in the overt forms of psychosis ••• ,,2 
The majority of American psychiatrists, however, do' not shere 
the view of a                 disease model for psychiatric practice. To cite 
an example, Bertram Brown, the past Director of the National Institute 
of Mental Health, writes 
the opportunity of mental health's dual nature lies in our 
capability to go where. the action is, to meet or attempt to 
meet the needs of people across the board. Our willingness 
and ability to accommodate problems of living is, whether 
in the clinical mental sphere or in social problem 'care' 
(emphasis provided), atrongly justify our tendency to go 
where the funds are, where the popular support is. If such 
flexibility is described as opportunism, then it is the best 
lE.W. Busse. "APA's Bole in Influencing the Evolution of a 
Health Care Delivery System." The American Journal of Psychiatry, 
Vol. 126. 1969. p. 739. 
2Q•I • Leo Eitinger. "Redefining the Psychiatric Concepts of 
Diseaae," Psychiatric Annals, Vol. 8 (12), December 1978, p. 631. 
kind of opportunism. The trick is to recognize and accept 
the vectors that are working" pernaps at odda, and to 
channel the energy constructively into a             stream that 
is good for ''mental health' (empTlasis provided).l 
In the introduction of their synopsis of contemporary psy-
chiatry, Ulett and. Goodrich2 acknowledge the fact that it is often 
not clear, just where the boundaries of psychiatry rest. Mean-
while, Schulberg and Baker refer to the consequences of expanding 
boundaries of psychiatric institutions and state that "if' the 
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expanding clientele and program trends of psychiatric institutions 
continue in such directions, mental "hospitals will in point of fact 
be accepting the very inputs deemed characteristic of human service 
centers. Their clientele will include "individuals with a variety . 
of social and physical problems, and the category of individuals 
whom we now define as psychiatrically ill will be but one of those 
served by these emerging centers.,,3 
It is interesting to note that at the         of boundary expan-
sion of psychiatry and mental hS4lth in the United States a con-
traating trend was taking place in other countries such as Canada. 
lBertram S. Brow, M.D. "Conflict and Detente between Social 
Issues and Clinical Practices," American Journal of orthopsychiatry, 
Vol. 47(3), July 1977, pp. 467-468. 
2George A. Ulett and Wells D. Goodrich. A Synopsis of Contemp-
orary Psychiatry, third edit.ion,(St. Louis: ·.The C.V. Mosby Co., 
1965), p. '1. 
3Herbert C. Schu1berg and Frank Baker. The Mental Hospital and 
Human Service.!. (New York: Behavior Publications, 1975)" p. 340. 
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W,ll1b1!8a and LuterDacnl pointed' out "that the clianglng' o.oundaries of 
paycRiatry in Canada was necessary to rationalize services so that 
availa&ility and accessiRility can &e                 within reasona&le cost 
l:lmi.ts." They also pointed' to tl'le fact' that psychiatry in Canada is 
moving from a position of prominence'to Being a consulting specialty 
within the large system.2 
A current view' in psycftiatry and ment4l li.ealth in the United 
States ts' reflected tn LangS'ley's crttical review' of COlIIIIlIInity Mental 
Health.Centers practices. Langsley (the current President of the 
American Psyclimtric AssoctaUon] notes "that the CDlDDlunity Mental 
                  system' (CMBS) nas' Been               steadily away from its health 
focus and towards a social serirtce'model.,,3 ·The J)est solution in 
his view is to re-aff:trm the original intent of the CDlDDlunity Mental 
Bealtn System - the treatment of tile mentally           That solution 
will require that the Community Mental Realtll Centers be given clear 
responsibility for               vitli professionally diagnosed                        
. . 4 
illness and that charge be the:l:r l11gliest priority. 
Langsley's view is logical, providing that the current psychia-
txic diagnosis is valid. However, until some of the questions about 
the validity of psychiatric diagnosis are cleared, Langsley's 
lIvan J. Willi4uns and- E.,J. Luterbach. "The Changing Boundaries 
of Psychiatry in Canada," Soc. Sci. Mad., Vol. la, 1976, pp. 21-22. 
2Ibid., p. 22. 
3Donald G. Langsl,ey. "The Community Mental Health Center Does 
It Treat Patients?" ,. Hospital and 'Community Psychiatry, Vol. 3l(t2), Uec. 1980, pp. 815-819. 
4Ibid • 
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argument may be interpreted as enhancing the professional turf of 
psycliiatriats.· in CMHS rather than limiting inappropriate psycliiatric 
admissions'. Such an interpretation':l:S' based on the professional, 
social, legal, and financial incsntives'for physicians to foster 
tlie decis,ton rule "when'in douBt'diagnose UlneS's." Tlie end result 
of sucR, a rule ia an influx of                             admission to' the mental 
health center as well as to the public and private psychiatric 
facilities,. 
Psychiatric admissions' and readm:l:ssionB are also suoject to 
the clinical judgment of the admitting clinician as a determining 
factor in increas'ing or' decreasing the volume of inappropriate. 
admissions',     study' liy Solamon' and Doll for' example,' found that 
psychiatrists vary in their assesSment according to their length of 
experience in the hOBpital and clinical orientation. The findings 
of their study indicates that "doctorS' with few years of experience 
tend to admit more patients tban do those with longer tenure. Tbose 
with higher status' in the hospital admit fewer patients than those 
with less S'tatus and those who are predisposed toward treatment in 
the community admit less often than those with more faith in the 
controlled treatment environment of the 1'Iospital. ,,1 
In most state hospitals admis'sions are usually assigned to 
newly hired psychiatric reS'idents. Under such Circumstances" 
lphyllis Solomon' and WilHam Doll. "The Varieties of Readmis-
sion: The Case Against the use,of Recidivism Rates as a Measure of 
Program Effectiveness," American Journal of Orthopyschiatry, 49(2), 
AprU 1979, p. 235. 
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and in view of Solomon and Doll's                     one would expect a 
higher rate of'inappropriate psych1&tric diagnoses; admissions, and 
                          to state mental hospitals. 
An equally baportant factor'which was stressed by Mechanic,l 
Coulter2 and many others is that psychiatric assessment of pathology 
depends on'the clinician's judgment and is not subject to the 
ohjective investigatory procedures which, are :commonly used in 
physical medicine asses'sment. Such subjective judgment opens the 
door for errors in                                           regardless of'given'defini-
tions. Solomon3 in her study in two state Dospitals in Cleveland, 
Ohio found that in one of the hospitals the                     rate was lower. 
She attributed the low' IIdmission rate in that hospital to the fact 
that it had social workers pre-screening applications during the day. 
During the pre-screening process, the social workers rejected some 
applicants and referred the remaining applicants to psychiatrists 
for further evaluation. Solomon further indicates thst "it appears 
that the social                                               Dospitalization for          
clients since, as' determined by the il1terviews, t'hey were more 
knowledgeable about community alternatives than were the psychia-
trists. Furthermore, the               workers' job was to make referrals. 
II Psychiatrists attitudes toward, and lack of knowledge of community 
lDavid Meclianic. Mental Health and Social Policy,       £!t., 
p. 17. 
2Coulter,       ill. 
3phyllis Solomon. "The Admissions Process in Two State Psychia-
tric Kospitals," Hospital and Community Psychiatry, Vol. 32" No.6, 
June 1981, p. 407: 
alternatives helps expiain whf the availability of community 
resources was not significantly related' to decisions regarding 
bos,pitalization. ,,1 S'olomon' s findings confirmed the findings of 
previous studies wflich were conducted liy Mendel and Bapport2 
and Streiner et a13 that non-medtcal clinicians especially social 
workers admit fewer patients than medically trained staff, 
particularly psychiatrists. 
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Many questions have Iieen'raised' in the literature concerning .the 
validity of psycliiatric judgment as a metlaod of admission to mental 
hospitalS'. These questionS' were intensified after         publication of 
Rosenllan's study in mid-1970. 4 Rosenlian organized a group of eight 
persons wlao posed as' patients in 12 mental hospitals located in five 
different states. All were admitted, and stayed an average of 19 days 
eacl\. Hospital staff did not notice         the "pseudGl patients" were 
not mentally disturbed, altl\ough. patients often did. 
Rosenhan's study suggests that_psychiatric diagnosis may be con-
sidered relialile, since all the medical staff in the hospitals studies 
agreed that the pseudo-patients were mentally ill, but all of them 
lIbid., p. 408. 
2werner M. Mendel and Samuel Bapports., "Determinants of the. 
Decision for Psychiatric' Hospitalization," Archives of General 
Psychiatry, Vol. 20. 1969, pp. 321-328. 
3David L.'Streiner, John T. Qaodman and Christel A. Goodman. 
"Correlates of the Hospitalization Decision: A Replicative Study," 
Canadian Journal of Pulil1c Health. Vol. 66, Sept.IOct. 1975, pp. 411-415. 
4D•L• Rosenlian. "On Being Sane in Insane Places," Science. 
Vol. 179, 1973, pp. 250-258. 
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\Iere \!rang. The study also suggested tliat the diagnoses were invalid 
siuee tlie psycliiatrists did not actually detect \Ihat they claim to 
detect. Ingleby" extended this argument to suggest tliat since tliere is 
      agreed upon definition" of mental Ulne" "there is no explicit 
definition of precisely" what it is tHat tney are detecting. Conse-
quently, tliere is no way of demonstrating precisely that they have 
succeeded in detecting it. "I It is interesting to note that some 
psych:l:atrists such as Roliitscher suggest tliat if patients in 
Rosenlian's study had been" denied adm:f:ss"ion, tnis "would have been 
seen as" evidence of psych:latric inliumanity.,,2 
THe reliability of psych:l:atric d:l:agnosis was" questioned again 
in 1978 when a mass 1tiller" was d:f:agnosed as psychotic by two psych:la-
trists and a thiTd psycb:f:atrist reaclied an opposite conclusion and" 
found the killer not mentally" ill. After lie was convicted, the mass 
killer admitted tliat h:f:s story about demons controlling his acts was 
    lioax, well planned and tbougRt out. 3 
TRirty percent of the Suojects" of our study sample were referred 
to Creedmoor Psychiatric HosPital by general hospitals. TRese 
clients were judged as       need of psychiatric inpatient treatment by 
the practicing psych:latrists in the general lioapital. However, the same 
clients were found not in need of such inpatient psycli:latr1c treatment 
lDavid lngleby. "Understanding Mental Illness" in Critical Psychiatry, 
David lngleby, (ed.)", (New" York":                                           p. 33. 
2.Jonas                         The Powers"" of : Psychiatry. (Boaton: Houghton 
Mifflin Company, 1980), pp.                  
3David Abrahamson. "Unmasking 'Soil of Sam's Demons'!', The New 
York Times                     .July 1, 1979, pp. 20-22. 
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        were referred to the Emergency Housing Program by psychiatrists 
                      at Creedmoor. These findings seem to point again to the 
subjectivity of the psychiatric assessment. One has to assume a' 
subsequent change in patients behavior once she/he arrived at Creedmoor 
State Hospital,in order for both assessments to be considered reliable. 
Tbe issue of psychiatric diagnosis was identified by Ingleby as 
a lack of knowledge. IngleSy agJ!·ees with Coulter that lithe litera-
ture on mental disorders' is quite out of proportion to the adequacy 
of our Itnowledge. about tIiem. l The search for                     in' this· 
area is again hampered in IngleSy's view: by the "psychiatric profes-
sion's' own categor1:c:al insis·tance that there are none there."2 
. Recently,. a mental patient from the setting of our study was 
investigated by a national magazine reporter. 3 The reporter's 
account of the case could be used as an illustration of the state 
of knowledge concerning the causes and treatment of mental illness. 
According to the reporter, the patient was first admitted to Creedmoor 
State Hospital in 1969 when she was 15 years old. She had started 
receiving treatment in a private psychiatric center after a suicidal 
attempt a year and a half before she was admitted to the hospital. 
The patient was in and out of Creedmoor Hospital, other state mental 
. hospitals, psychiatric wards in general hospitals, private psychiatric 
lDavid Ingletiy. ',tUnderstanding '.Mental Illness" in Critical 
Psychiatry·,               .p. 23. 
2               27. 
3S. Sl\eellan. "A Reporter at' Large," Part I, J;I, J;II, IV, .!!:!!. 
New'YorRar, May' 15, June I, June 8, JUne 15, 1981. 
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hospitala, and private and public outpatient psychiatric clinics 
for sixteen years". During tlist per:l:od; tile patient was treated by 
scores of paychiatr:l:sta and otBer"mental llealth clinicians. During 
the               of treatment sfte was given several psyclliatric diagnoses 
and was exposed to a w:l:de range of" treatment modalit:l:es. It is 
interesting to note that many of the psychiatrists who dealt with her 
caae offered different judgment on disease symptoms, diagnosis and 
treatment. Not only d:l:d psycl'liatr:l:stadiffer in tl'leir judgment, out 
tl'ley were l'Iigftly critical of " one anotfter's" approacl'l. Commenting on 
tBe treabDent given oyone of"II:1:B colleagues" at the same hospital, a 
psycl'liatr:l:st waa qaoted"6yt6e reporter aa stating 
He tllougllt tllat lie could cure           He waB taugllt in medical 
school that scftizophren:l:s ia incurahle," and lie should not 
have forgotten that a patient withMtas Frumkin's case 
l'i.:l:st:ory could not fa:l:1 to do anything hut decompensate if she 
was" taken off druga, and tlist :l:s why MiBS Frumkin lias always 
decompensated wilen she S"topped" taking her medication herself. 
It always" amazes !!Ie lIow"many psychiatrists think of major mental 
illnesses as cond:l:tion. tRet are curaBle, when most illness in 
our field snd others iB       curaDle." If you look at tile average 
internist's pract:l:ce, you will see tllat he's dealing with such 
thiugB ss neart ailments, arthr:l:tis, and diabetes - all of them 
chron:l:c illnesses, l:l:ke scll:l:zoplirenia. Wl'lat you try to do "with 
most :l:llness is to keep it under control. You don't try to cure 
it, Decause you can't, certainly" not" with currently available 
tnerapies, although" it is likely tllat someday cures will be 
found. l 
This rationale, lIowever, :l:s in conflict with the current view which 
does not perceive mental illness as a disease entity that the person 
has, but, as something he does" or is". A National Instituta of" Mental Health 
lSusan Sheehen. Iflid., "Part IV, .June "15, "1981, p. 73". See also, 
Susan Sbeehen, Is ThereNo Place on Earth for Me?, 22.. ill., p. 284. 
publication               that "a person does not have schizophrenia as 
he might have an ulcer in his stomach, or a cold in his head. He 
is schizoplirenic; he is the disorder. 'It pervades his entire 
being."l 
OUr discussion of clinical errors in psychiatric diagnosis 
demonstrates the need for corrective measures to deal with'          
problem. The lack of such measures increases'the lik1ihood of 
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inappropriate adm'issions to psychiatric hospitals and to psychiatric 
services in general. 
Current writings on'psychiatry recommend the reassertion of 
the profession to its medical                     This recommendation is 
based on the fact that " ••• it is training in medicine that 
distinguishes the psychiatrist from others in the mental health 
arena,,2 and'as Popkin suggests. "to forego the pl'lysician's mantle 
is to honor the suggestions thet psychiatry offers no skills beyond 
those of psychology, social work and other mental health disei-
plines ... 3 III is our belief thet the boundaty question may firid 
a partial answer in psychiatrists' acceptance of Popkin's recom-
mendation. 
1 'Schizophrenia is There an Answer', NIMH - Department of 
Health, ,Education and Welfare PuS1ication No. ADM 74-24. ' 
(Wasl'lillgton. D.C;I U.S. GoverDDU!nt: Pri'nti'ng Office. 1974) p. 5. 
2Micllae1' K. Popkin. "Credibility: The Problem with Psychiatry's 
Return to Medicine," in Richard C. Hall (ed.) Psychiatry'in Crisis. 
(New York: S.P. Medical and Scientific Books. 1983), p. 85. 
3Ibtd. 
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Internal organizational pressures also havs an t.pact on the 
                    process iu the               Rospital. Ava1lahility' of beds, 
availaRility of· personnel' to'handle newly admitted patients, 
internal hospitsl                             discHarge policies and the need to 
utilize' existing                                       a drastic decrease in the 
hospital's census represent a few' examples of such pressures. 
Chodoffl recently reminded'lita psychiatric colleagues of their 
respons'ihility toward society and referred to the fact that state 
hospital psychiatrists are acceding witnout protest to nolding on 
to                   for too'long or'too short a period'of time in response 
to outsi:de pressure. 
The current s'hort term care policy which. is :Implemented 
throughout New York state mental hospitals could be cited as another 
example of ,the external pressure on tl'le admiSsion process. This 
              is currently criticized for creating wbat is known in the 
fisld as tIle "reyolving door." The :Implementation' of this policy 
'resulted in high rates of admission and readmission while the 
hospital census decreased. 
Today's mental hospitals are not immune from.outside political 
pressures. As public institutions, these hospitals are financially 
dependent on appropriations approved" by elected bodies in the 
executive and legislative brancftesof tl'le state government. The 
IPaul Chodoff. "The ResponSibilities of Psychiatrists to 
SOCiety," in Charles E. Hofling               Law and Ethics in the Practice 
of Psychiatry, (New York: Brown Mazel'Publishers, 1981), p. 228. 
hospitals are also subject to many federal laws and regulations 
as well as         rules and standards of many accrediting bodies. 
At tne local level tHe state hospital ·is under mounting 
pressure to readmit. patients shori:ly after their discharge. 
Local cODMunities use the state nospital as a ready alternative 
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to problems of shelter and food for destitutes instead of support-
ing them through local means. As Morrissey indicated, "state 
hospitals started out as a limited purpose institution snd were 
transformed into a general purpose solution to tne social welfare 
burdens· of a society undergoing rapid industrialization and 
etratifi'Cation along social class and etlinic lines. "1 
The literature review'and our personal observation during 
the past ten years leads us to agree with. Morrissey that "for 
years, the latent social function·of state hospitals was to serve 
as a 'dumping ground' for res·:tdual social                 cases who were 
unwanted by families, rejected DY other health and welfare agencies,· 
or otherwise regarded as: ipublic nuisances. ,,,2· Re,:ent empirical 
studies also refer to the impact of such problems in psychiatric 
admissions. As an example, a time series study conducted on admis-
sions, discharges, and number of patients on mental hospital books 
IJoseph P. Morrissey. "Keeping Patients Out: Organizationsl 
and Policy Implications of Emergent State Hospital Deinstitutionali-
zation Practices," Pllper presented at Southern Sociological Society, 
Atlanta, Georg:i:a, April 1979, mimeographed, p •. 2. . 
2I bid., p. 13. 
     
in Ontario, Canada between 1875, and 1977 found a clear relation-
ship between' the rates of uneaployment and inflation and tlie levels 
of                       disc8arge,'patients on books, vacancy rates and number 
of ava1:J.aMe Beds in tbe                           The study concluded that 
"planning and design optione can only lie developed and comprehended 
wHen situated within tl\e wider poli,tical economy of social services 
provisi:ons."l 
The               nospital scene       currently an arena of conflicting 
laws', 1&118'         advocate tlie r:£glit to treatment and laws that 
advocate the right to ,refuse treatment, tlie riglit not to be com-
m:l:tted to an institution, and tlla rigbt to treatment vs. tbe right to 
treat. Laws that govern tbe admission'process to tbe mental hesptial 
are also contri&uting to an increasing number of inappropriate admis-
sione. A state bospital, superintendent's                     in a court Cllse 
gives credence to tliis point. In' his 'testimony, the superintendent 
stated that               mental bosPitals are a ,creature and occasional 
victim of legislative f1at ••• T1ie administration and staff have no 
meaningful control over the factlities and resources at their dis-
posal •. Likewise, tl\ey must accept every patient sent·to them' under a 
                                        order. ,,2 Tbe superintendent' a point, though a valid 
one,       not relevant to voluntary admissions. 
lMichael Dear, Gordon Clark and Shirley Clat,li:. "Economic 
Cycles and Mental Health Care Policy: AD ExBlllination of the 
Macro-Context for Soc1al Work," Social Science, and Medicine, 
13, (1979), p. 53. 
2From J.B. O'Conner's (the supe,rintendent of Florida State 
Hospital) brief in the Donaldson vs. O'Conner and Gumani case in 
1975, quoted by T. Szasz in Psycbiatric Slavery, (New York: Free 
Press, 1977),       65. 
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This study explores clients attempmto utilize voluntary, admis-
sion'to a state hospital to satisfy                                   needil. The s'tate 





THE PROBLEM AND ITS SETTING 
The Problem 
During the past two decades volUMinous research has been con-
ducted       institutionalization and deinstitutionalization of persons 
with psychiatric problems. Most. if not         the studies have focused 
on the impact of the institutionalization and deinstitutionalization 
process on the patients. the patients' families and local communities. 
Scant attention has been given to the admission and readmission process 
as the starting point in the institutionalization/deinstitutionalization 
cycle. There are indications that a significant number of persons 
admitted to in-and out-patient psychiatric facilities do not have 
psychiatric disordersl or do not need to remain in such facilities. 2 
l$tatistics on admission to mental health facilities in the 
United States indicate that more than fifty percent of the persons 
admitted to outpatient psychiatric facilities in 1975 did not have 
psychiatric disorders. These statistics also indicate that 2.6 per-
cent of the persons'admitted to inpatient facilities did not have 
psychiatric disorders. See: Report to the President from the 
President's Commission on Mental Health. vol. II. Task Panel on the 
Nature and Scope of the Problems (Washington, D.C.: Government 
Printing Office. 1978). p. 102. 
2'Vivian B. Faden and; Howard H. GQlden.                                   of 
Placement       Patients in S tate and County .lental Hospitals. II in 
llental Health Statistical l{otes, No. 152 (Washington, D. C.: DliEW. 
NIMH. July 1979) •. 
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In 1979, an initial survey of admissions and readmissions at, 
creedmoor Psychiatric Center (CPC); a state mental hospital in Queens 
Village, New York, found that 10 to 15 percent of persons seeking 
admission or readmission to the Center were in need of temporary or 
permanent housing rather than being admitted to the hospital. l This 
phenomenon warranted investigation. A main objective of the present 
investigation is to further explore the causes as well as the conse-
quences of inappropriate admission and readmission to state psychiatric 
facilities and to psychiatric treatment in general. 
1 - The Study queStion 
The study poses and attempts to answer the follOWing questions: 
1. What are the characteristics, problems, needs and 
expectations of clients who sought admission or readmission to the 
state hospital and were found in need of other seEVices such as 
housing rather"than inpatient psychiatric treatment,f 
2. At what level are these clients able to function independently 
in their opinion and in the opinions of staff who work with them 7 
3. What are the differences,if any, between the above group of 
clients and patients who were admitted to the hospital during the 
same period 7 
4; To what extent are these clients aware of community resources 
that they could use to solve their problems 7 
lCreedmoor Psychiatric Center: Creedmoor Emergency Housing 
Prpppsal. Intemal memorandum, March 1980. 
83 
5. What are the opinions of staff concerning these clients 
problems and needsY 
6. To what extent do the staff assessments of needs, problems 
and level of function differ from clients' self assessment1 
7. What are the opinions of officials at the state psychiatric 
facility regarding the boundaries of their services·1 Also, what are 
the opinions of these officials regarding their role in helping 
clients who seek admission to the hospital to satisfy                                
needs sucli as housing2 
8. What are some of the alternatives in dealing with the 
"boundary' - crossing phenomenon" as exemplified by clients' attempts 
to utilize psychiatric facilities to satisfy their need for shelter, 
food, clothing and financial                        
9. Finally, could the subjects of the study be viewed as 
clients in need of social services,     should they be classified as 
patients in need of psychiatric treatment? Also, why such dis-
tinction is warranted? , 
It was also expected that the study CQuld be useful in 
developing future policy and planning endeavors concerning the 
delivery of mental health and social services. 
The selection of a descriptive research design was based on 
its appropriateness for the a&ove purposes. We should also note 
that··scholars in the fields of social work (Finestone and Kahn,l 
lSamuel Finestone and Alfred J. Kahn, "The Design of Research," 
in Noman Polansky (;Ed.) The Design of Social Work Research, revised 
edition (Chicago: University of Chicago Press, 1975), pp. 38-67. 
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Tripodi. et a1.).l and in sociology, ([.in.2 Merton. 3)agree that 
descriptive research designs are most appropriate for investigating 
policy and planning issuss. 
    - The Study Site 
Introduction: At the time the investigator was searching for 
a suitable site to conduct the study. Creedmoor                         Center, 
a New York State                           institution in Queens Village. New 
York. was undergoing a reorganization of its services. As a result 
of the                                 all voluntary adult admissions to the Center 
were centralized in one building. It was also found. as mentioned 
earlier. that ten to· fifteen percent of persons who sought admission 
or readmission to the Center were in need of temporary or permanent 
housing rather than admission to the hospital. As a result. an 
Imergency housing program was initiated on the hospital grounds. 
Clients whose primary need at the time of admission was temporary 
or permanent housing were referred to the new program. The majority 
lTony Tripodi. P. Fellin and H.J. Ml!yer. The Assessment of 
Social Research (Itaca. Ill.: F.E. Peacock Publishers. 1969). 
p. 49. 
2Nan Lin. Foundation of Social Research (New York: McGraw Hill, 
1976). p. 25. 
3Robert K. Merton, The Sociology of SCience, "Technical and 
          Dimensions of Polley Riaearch," (Chicago:··- University·of 
Chicago Press, 1973). ch... 4. pp. 70-98. 
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of clients who were referred to the Emergency Housing Program met a 
set of                   pertinent to our study objectives. Those clients 
sought voluntary admission or readmission to the psychiatric facility. 
After being screened for admission. those clients were found not in 
need of psychiatric admission but needed a temporary and/or permanent 
place to live. The main function of staff at the Emergency Housing 
Program was to assess the needs of these clients and help them locate 
permsnent housing. 
A secondary but important factor that influenced the selection 
of Creedmoor as a site for the study was the investigator's familiarity 
with the site. The investigator had been working at Creedmoor as a 
psychiatric social worker and program coordinator for the past ten 
years. He also participated in implementing the new Emergency Housing 
Program. As such he was assured of easy access to clients. staff and 
records which were vital in conducting the study. Easy access to 
clients eliminated the problem of sample dropout since clients were 
residing temporarily on the hospital grounds at the time they were 
being interviewed. 
To elaborate. the study site will be described in two parts: 
A. Creedmoor Psychiatric Center as an entry point of 
clients seeking admission to the state mental hospital. 
B. The Creedmoor Emergency Rousing Program as an initiative 
to deal with the problem of 'clients Who otherwise 
would be inappropriately admitted to the hospital 
due to lack of temporary or permanent housing 
arrangements in the community. 
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A. Creedmoor Psychiatric Center (CPC) 
                    is a New York State Psychiatric Institution. Its 
current certified bed capacity is l,70Q. The hospital services the 
population of Queens, one of the five boroughs of New York City. 
According to the State Mental                 Law, Creedmoor, like other 
state hospitals is mandated to provide adequate care and treatment 
of                         disabled and be involved in research and teaching in 
the science and skills                   for the care and treatment of such 
mentally disabled persons. 
CPC History: The hospital construction began on its current 
location in Queens Village in 1912. The location was then an isolated 
tract of land on the outskirts of Queens County.         choice of the 
location came as a direct result of homeowners'objections to four 
other locations which were closer to community residences. l 
Currently, the hospital occupies approximately 400 acres of land in 
the eastern part of the county. Services to inpatients are provided 
'in 73 buildings scattered on the hospital grounds'. 
Until the 1960s, the hospital was a semi-placid organization, and 
a self-sustaining, feudal, manorial system. It owned and operated 
its own farm, broom shop, mattress shop, shoe repair shop, bakery, 
laundery, etc. These services were manned by patients at the hospital. 
At that time, the hospital also required that its duty personnel, 
utility workers,and professionsl staff accept housing on the hospital 
lO.W. Mills, "History and Development of Creedmoor State Hospital," 
Psychiatric Quarterly, vol. 13, Jan. 1939, p. 77. 
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grounds as part of. their salary. This structure made the hospital 
immune to local environmental pressures for change. The only formal 
environmental influence exerted on the.h.ospital was apparently the 
economic and political control of funds provided by the State Depart-
ment of Mental Hygiene. Creedmoor's hierarchy was a typical bureau-
cratic horizontal atructure with a superintendent at the top. 
In the early 1960s, the state mentar hospitals' ideology and 
practices were challenged by the advocates of the community mental 
health movement. The hospitals were accused of being responsible 
for isolating patients from their communities, undermining their 
'motivation to return to noxmal lives, retarding their skills and 
inducing a l:evel of disability above and tieyond that resulting from 
their condition. l The introduction of newly discovered psychotropic 
drugs also facilitated the management               mental patients and 
made it easier to treat them on an outpatient basis. The enactment 
of the Community Mental Health. Act in 1963 also enforced           new 
community treatment ideology at the state level. The New York State 
Department of Mental Hygiene directed its old large institutions 
to decentralize to geographic units., and to provide aftercare along 
with 'its inpatient services. Consequently, by 1968 Creedmoor as a 
State hospital was decentralized into nine geographic units along 
the lines of the New York City Community Health Planning districts. 
Each unit· was                 a Chief of Services who reported to a Deputy 
lDav:td Mechanic. Mental Health. and Social Policy (Englwood 
Cliffs, N.J.: Prentice Hall, 1969), p. 9. 
r 
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Director. The Unit· Chief had considerable                           over program 
and personnel decisions in his/her unit within the general hospital 
                Each unit was further divided intQ' geographic neighborhoods 
headed by treatment team leaders who, with thetr·staff.           directly 
involved with the patients. The rationale for the change was to 
allow for close teamwork within a large organization and to facilitate 
broad treatment                    
CPC Current Organizational Structure: In the Spring of 1979 
Creedmoor was again reorgenized according to a patient's Level of 
Care Survey (along with the geographic units). Historically, Level 
of Care assessment has been conducted periodically by the New York 
State Department of Mental Hygiene through, Level of Care Surveys 
(LOCS) since 1976. These surveys began when the Commissioner of 
Mental Hygiene appointed a task force to examine alternative methods 
of care for the aged and chronically mentally ill. The .task force 
suggested that the diverse needs of the total patient population 
might be better served if state psychiatric centers were used as 
focal points to offer several levels of psychiatric and medical care. l 
As a result of this recommendation a level of care survey was conducted 
to assess patients' needs in all state psychiatric centers in 1976. 
The needs assessment survey is based on the patient's functional 
status rather than psychopathology or psychiatric diagnosis. Functional 
1M• Greenstein. J. Mirotznik. and le. Marion.                          
Discharge and Placement: A study of the validity of the 1.976 Level 
of Care Survey," Journal of Psychiatric Treatment and Evaluation. 
vol.· 1, No.2. 1979. p. 38. 
..... 
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status is defined as "the degree to which. disability related 
limitations impact upon individual performance in socially allocated 
roles specified in behadoral terms."l As Furman and Lund explain, 
••• a patient may manifest the constellation of symptoms 
that comprise the criteria for application of a diagnostic 
label such as schizophrenia, and yet be perfectly capable 
of functioning within the community or at a level of care 
less restrictive than 24 hour inpatient care. What does 
matter, then, is the degree to which such symptoms ·manifest 
interference with the patient's ability to perform activities 
of daily living or to function within his socially allocated 
roles .2 
The new                               of Creedmoor is based on the Level of 
Care Survey data and the recommendations of two reorganization 
committees for in- and out-patients services. The major purpose of 
the reorganization       to group patients according to their level of 
functioning, focus attention on the needs of the                 and 
encourage the development of highly specialized therapeutic 
approaches. The hospital is reorganized into Short Term Care (STC), 
Intermediate Care'(IC), Geriatric Care (GR), and Special Care 
Divisions (SCD).3 
lW. Furman and D. Lund,"The Assessment of Patient Needs: 
Descr:j.ption of. the Level of Care Survey, n Journal"'of Psychiatric 
Treatment and Evaluation, vol.l, no. 2. 1979. p. 29 .. 
2Ibid. , p. 30. 
3See , Creedmoor Psychiatric Center.1Annua1 Report 1979-1980. 
"Entering the New Decade with a New Plan,". a Creedmoor publication, 
1980, pp. 1-28. 
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The Short Term Care Division, deals with all admissions,and is 
designed to                 acute psychiatric intervention and return clients 
to the community as soon as possible. 
The Intermediate Cere Division serves the needs of patients who 
have been hospitalized for a long period. The problems of this popu-
let ion have their origins in mental illness, institutionalization and 
the side effects of medication, which interfere with placement in the 
community. The division is divided into three units, each serving 
a target population with unique treatment needs. 
The Geriatric Care Division is divided into three functional 
units, again according to levelof             The services for patients 
in this division are geared to provide physical as well as psychiatric 
care required for each individual. The Medical Infirmary is func-
tionally connected with this division. 
Several functional units, which had been in place prior to 
reorganization, are organized under one division known as Special 
Care. These units are Adolescents, Multiple Disabilities and Forensic. 
During implementation, the need for other specialized units were 
identified and resulted in the addition of the SSTU (Social Skills 
Training Unit), a               unit designed to treat aggressive and highly 
disruptive patients. At the time this study was conducted, Creedmoor 
was also affiliated with New York Medical College, and jointly 
operated an Intensive Psychiatric Care Unit (IPCU). IPCU's purpose 
is to explore under precise methodologies new treatment modalities 
for individual patients who have so far not improved with current 
treatment approaches. 
91 
The reorganization of Creedmoof also include4 the initiation 
of a Community Linkage Dnit (CLU).. The new' unit consists of an 
aggregate of crises and residential services. As a boundary spanning 
unit. Community Linkage is designed to monitor and impact on the 
flow of system input and output. as the boundary is crossed from 
community to the hospital and from inpatient to the community. The 
:primary function of the unit is focused on two major organizational 
goals: admission diversion and reduction in length of stay in order 
that clients' needs are met in the least restrictive setting. l The 
unit provides services through a countywide mobile crises team for 
geriatric and adult populations. a 24-hour hot line and the Emergency 
Housing Program. 
The admissions screening process at Creedmoor operates through 
four admissions units located in a single building on the hospital 
grounds. During daytime hours (8:00 Am to 4:00 PM). each unit is 
responsible for evaluating adult persons seeking admission from their 
designated health planning districts. Screening for admission is 
usually conducted by a unit psychiatrist and a social worker'with 
occasional participation by     psychologist or a nurse. During 
nights and weekends. screenings are conducted on a centralized basis 
for all four units by the psychiatrist on call (either a stafr 
                          or one of the                     psychiatrists hired for this. 
purpose) and a nurse. Geriatric and forensic screening are conducted 
by the staff of each designated unit. The Community Linkage Unit 
lIbid •• p. 3. 
.." .... 
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at Creedmoor also participates in the screening process through its 
mobile pre-screening teams. These teams evaluate patients at the 
local receiving general hospitals prior to their arrival at Creed-
moor. Patients who are pre-screened at general hospitals and are 
found suitable for admission are then brought to Creedmoor by a 
transport agent from the hospitals involved. 
The reorganization. of erc also included its outpatient services. 
Intensive day treatment centers (day hospitals) were to be initiated 
in each of the nine geographical areas. The aim was to provide 
alternative psychiatric care to inpatient admissions. Presently 
three of these centers are operative· along with the outpatient 
clinics in         community. The Community Linkage Unit was part of 
the reorganization of outpatient services to facilitate work flow 
between in- and out-patient services. 
erc Staff Structure: The staff hierarchical structure at 
Creedmoor is a typical pyramid shaped hierarchy with the director 
at the top and mental. health therapy aides representing the wide 
flat bottom of the pyramid. 
The Director of Creedmoor is appointed by the Commissioner of 
Mental Health and is designated as the chief executive officer • 
. S/he appoints the employees and manages the facility in accordance 
with the law and the rules of the State Civil Service Commission. 
S/he is responsible for the humane treatment of patients and must 
investigate every case of alleged abuse or mistreatment. A board 
of visitors is appointed       the governor and the senate for four 
year terms. Its seven members must be residents of the community 
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served by Creedmoor, reflecting is composition and the interests of 
the patients. This board has the power to investigate charges 
against the director and all alleged patient abuse or mistreatment. 
It has no executive authority and its members receive no compen-
sation for their services. 
Following the director in line function are             deputy 
directors, nine. chiefs of service, and the heads of departments 
(psychiatry, psychology, social work, nursing, rehabilitation and 
education.and training). Together'with the director they form the 
hospital cabinet and central administration. 
Shortly after the reorganization in 1980, the administration of 
the hospital was restructured to comply wita the organizational 
changes. The DeputY'Director, Clinical, had been responSible for 
all inpatient areas and the Deputy Director of Community Services 
for all outpatient areas. As the reorganization progressed, these 
areas of responsibility were altered and the Deputy Director of 
Community Services also became responsible for the Short Term Care 
Division in order to assure better communication and continuity of 
care. The major component of administrative reorganization was the 
development of the Office of Standards and Monitoring, with direct 
responsibility for overseeing quality assurance and the research and 
evaluation of all program components at the hospital. 
All the divisioDS and units created through reorganization have 
been formed with representation from the key clinical disciplines in 
order to assure that :I.nter-disciplinary                       planning and inter-
vention continue to focus on the essential medical, psychological, 
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social, spiritual and vocational needs of the patient. This holistic 
approach has been augmented through assignment of extra resources 
to match the new model of treatment. The State Office of Mental 
Health is currently implementing the Creedmoor model for all 
psychiatric facilities in New York State. l 
The final report of the Committee on Reorganization of Inpatient 
Services pointed out that 
Many of the current systems for organizing patient care 
ae Creedmoor were instituted in anticipation of the 
existence of an'extensive network of community mental 
health services; a network that has endured through New 
York City budget cutbacks, federal austerity, and relative 
non-responsiveness of New York State budget planning 
systems to Creedmoor's enormous volume of outpatient 
activity, a network that provides services, but primarily 
as an                     system, not as a preventativ.e alternative 
to the 3,000 patients admitted by Creedmoor each year. 2 
The report also indicated that because of non-development of 
an alternative care system from other than the hospital resources, 
Creedmoor has to face the issue of whether to be an organization 
in a configuration with an unlikely regeneration of alternative 
care resources or whether it should identify what it can do by 
itself and what it can expect           others. 3 
Creedmoor haa a staff of 2,500 employees of which 1,800 
are classified as "clinical" and 700 as "supportive." The clinical 
lIbido 
2Creedmoor Psychiatric Center, The Report of the Ad Hoc 
Planning Committee on.                    .. Ca1:e., internal memo April 3D, 
1979, p. 5. 
3Ibid., p. 6. 
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staff includes over 1100 ward aides and therapy aides, 257 nurses, 
88 psychiatrists and residents. 45 physicians and dentists, 68 
psychologists and 123 social workers plus teachers, occupational. 
recreational. physicsl and rehabilitative                        
Staff salaries are established by the Civil Service Commies ion 
of New York State and range from $6.000 a year for a housekeeping 
employee to $60.000 for a senior psychiatrist. 
Dentists and physicians are assigned to the medical-surgical 
division, headed by a board certified internist and surgeon. serving 
patients who in .addition to their psychiatric problems suffer from 
medical and neurological illnesses. A small number of employees. 
from all disciplines are engaged in resesrch. The rest are          
tributed in inter-disciplinary teams throughout the center. Many 
professionals hold administrative or supervisory positions. During 
the past six years there has been a nine percent decrease       the 
center staff. Most of the decrease falls in the category of mental 
health aides (,28%). There was sn increase in the number of nurses. 
speech therapists, recreational therapists, social workers and 
psychologists. The staff/inpatient ratio in 1981 was .B to 1.1 
CPC Budget: All funds for the operation of Creedmoor are 
provided by the State of New York through its Division of Mental 
Health Budget. The center budget of Pi 19B1 totaled $50.8 million. 
The center received approximately $9.5 million of this money from 
lCreedmoor Psychiatric Center:1980-l9Bl Annual Report, 
internal memorandum. 
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Medicaid. Medicare, private insurances, other third party payments 
and direct patient charges and $.3 million from the state cOmmunity 
support services funds. Eighteen percent of the budget is spent on 
supplies. maintenance. food, laundry, grounds, etc., and 82 percent 
is spent on                     services (salaries). The center spends 
approximately 90 cents of each dollar on inpatient services and 
10 cents out of every dollar on outpatient services. Fees for 
services to patients are on a sliding scale in accordance to ability 
to pay, ranging from a maximum of $40 per day to a waiving of all 
fees. Fees are set and collected by the Bureau of Patient Resources. 
a stete agency independent of Creedmoor. 
Despite the decrease in                     population over the years, 
the center budget continued to increase. The center budget for 
FY 1981-1982 is almost 100 percent higher than it was in FY 1969-70. 
There are at least four interpretations of this phenomenon. The 
first is the ad·ditional cost of implementing new outpatient and 
rehabilitation programs. Second is the upgrading of the quality 
·of care by hiring professionals at higher                     A.third feason 
relates to inflation costs as reflected in the budget, and fourth 
and more important is the fact that the hospital shifted from an 
economy of scals treatment to ;.,a.n individualized treatment in 
less crowded wards. Since patients still occupy most of the center 
buildings there is no significant savings in maintenance costs. 
This may also explain the fact that support services staff has 
decreased by five percent during the past six years while the patient 
population decreased by 16 percent during the same period. The high 
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cost' uf patient care at Creedmoor, however, does not. deviate froD! 
the New York State Of!ice of Mental Health estimate of cost per 
patient. R",ct!ntly·, the state estimated the cost per inpatient 
treated in its h.,sI'1 tals to be $44,000 per year.l 
nm.E 1 

































                Cohen, "Delivery of Services: • "Fiscal and Policy 
Restraints." Paper presented at the AITRA Health and Rehabilitation 
Services Symposi\DD on "The Role of the Social Worker and Chronic 
Mental Illness." Il11meographed, Ne'A York City, April 27, 1982, p.2. 
98 
Patient treatment and census trends: Like other state hospitals 
around the country, Creedmoor did not have a uniform method of 
treatment until the early 1950s. During the early years patients' 
behavior was controlled through strait jackets, sedatives, moist 
cool sheets wrapped around the patient, and other means such as 
heat lamps, massages, snd whirlpool baths. Electric shock therapy 
was introduced as a treatment modality in the late thirties and 
early forties, along with" insulin coma therapy. In 1952 lobotomy 
surgery was perfromed on some patients, and in 1956. the newly 
discovered antipsychotic drugs were used. The new drugs facilitated 
patient management. According to the New York State Department of 
Mental Kygiene' s 1956 Annual Report, there was a 50 percent 
reduction in the amount of restraint and seclusion necessary to 
keep extremely disturbed patients from harming themselves and 
others. l The new drug treatment did not have an immediate impact 
in reducing         number of the hospital inpatients. The number of 
hospital inpatients in 1956 was 6,000 and by 1966, the number had 
increased by 46 percent to 8,800. The actual decrease in the in-
patient population began in 1970, with the number of inpatients 
dropping from" 7,000 in 1969 to 2,300 in 1970, a decrease of 67 
percent. During the past ten years the hospltal inpatient population 
further decreased" to the current census of 1312 patients. 2 Also", during 
lSusan Sheehan, !'A Report at Large, The Patient - 1 - Creedmoor 
Psychiatric Center', The New Yorker, May 25, 1981, pp. 53-54. 
2Creedmoor Psychiatric Center 1980-1981 Annual Report, op. cit., 
p. 6. 
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this period the Center's outpatient population has increased fram 
















CREEDMOOR PSYCHIATRIC CENTER 
Number of Inpatient Admissions, 
.Re-Admissions, First Admissions 
and Discharges from 1972 to 1981 
Admis- Re-admis- First Ad-
sions sions missions Discharses 
1737 982 755 3339 
1845 1057 788 2684 
1963 1082 881 2137 
2280 1254 102.6 2378 
2651 1491 1160· 2684 
2791 1626 1165 2595 
2898 1766 1132 2862 
2642 1891 751 2349 
2693 1994 699 .2.671 
2761 1820 941 2809 















The general trend in the hospital census since 1972 is a 
gradual decrease in inpatient population, an increase in discharges 
to outpatient clinics and an increase in readmissions. The increase 
in readmissions and discharges       as a result of implementation ofa 
short term hospitalization policy., Creedmoor's statistics show 
that the majority of patients stayed less than 27 daya in 1981 
(Table 3). As a policy, short-term care is recommended by the 
State Office of Mental Health. ' 
TABLE 3 
CREEDMOOR PSYCHIATRIC CENTER 
PATIENT LENGTH OF STAY 
APRIL 1981 - MARCH 1982'-
Length of Stay Number Percent 
1 - 3 days 247 8.6 
4 - days 719 25.0 
11 - 25 days 806 28.0 
26 - 60 days 494 17.2 
61 - 90 days 183 6.4 
91 - days 429 14.9 
Total 2878 100.0 
*source: Creedmoor Psychiatric Center Records 
Hospital statistics also indicate that the number of male 
patients is slightly higher than females. The majority of the 
patients are between 21 and 64 years of age; 32 percent are over 
100 
65 years of age. Forty-three percent of the patients are not covered 
under the federal Medicare, Medicaid system Dr the state deinsti-
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tutional benefits in chapter 620 and/or 621 of the state law 
(Senate bills 10538 and 10531 of 1913). Chapter         mandates that 
the· state reimburse localities for 100 percent of the cost of 
mental hygiene services rendered in accordance with an approved 
local services as unified services plan for persons who were 
patients or residents· of Department of Mental Hygiene facilities 
during the period from January 1969 through December 1973. The 
purpose of the legislation was to provide full support for lifetime 
care if necessary to discharged, long term residents or patients. 
Chapter 621 mandates that the state assume for a five year period 
the cost of public assistance, medical assistance and social 
services for persons who return to the community after five years 
of institutionalisation. l The majority of Creedmoor patients were 
admitted voluntarily during 1981. 
According to a 1981 inpatient level of care survey 11.5 
percent of the patient population were found suitable for discharge 
to independent living, and 5.3 percent could be placed in health-
related facilities ("IF) or skilled nursing facilities. Table 4 
summarizes the findings of the level of care survey of 1981.2 
Hospital statistics for 1982 also indicate that 4533 
clients were screened for admission and that 69 percent: 
of··those                 ·screened were admitted as inpatients (3126) • 
.. 1New York State Department of Mental                   1974 Annual 
Report, June 1975, p. 3 • 
. 2Creedmoor Psychiatric Centerl1981. Level of Care Survey 
Report, internal memorandum·, p. $. 
102 
.TABLE· 4 . 
CluumMOOR· ·PSYCBlATRIC· :CENTER:· 
. 'LEVEL 'OF:CARE 'DATA"SUMMARY '1981 ... 
LEVEL OF CARE "'''' NUMBER. PERCENT 
CD g 
Independent Living 146 11.5 ! .., 
DomiciliarY Care Facility and r4 Po Private Proprietary Home for Adults' . 163 12.9. t' 
Health Related Facility 45 3.6 1 Skilled Nursing Facility 23 1.8 . c.J 
Domiciliary Care Facility· and 
                              Psych. Environment 208 16.4 -5 .. 
Health Related Facility and      Rehabilitative Psych. Environment 56 4.4 i!1 Skilled Nursing Facility and !i Rehabilitative Psych. Environment 114 9 
Domiciliary Care Facility 350 27;6 i1f 
GI ;: GI Health Related Facility 64 5.     9 III • 0 
Skilled Nursing Facility 99 7.8                     .... PoIa3 
TOTAL 1268 100 
"'SoUrce:" Creedmoor' Records. 
"''''See Appendix 6 for definition of terms·. 
103 During the same yesr a total of 2.333 w:ere discharged from the 
hospital. Patients were                       to different-living arrangements. 
The majority of discharged patients were placed in supervised living 
arrangements. 
Table 5 illustrates discharge placements during 1982. 
TABLE 5 
CREEDMOOR PSYCBIATRIC CENTER 
DISCHARGE PLACEMENTS 1982*', 
Livins Arrangement*· 
Alone 
Unsupervised living arrangement 
Private Proprietary home for Adults 
Community Residence 
Foster Care 
Health Related Facility 
Skilled Nursing Facility 
Other hospital 
Left on his/ber own and unknown 
Total 

























104 B           Emersencr·HQuS1ng Program! As we indicated earlier, 
Creedmoor Hospital had undergone a reorganization of its services 
by the end of· 1979. As a result of the reorganization, admissions 
to the hospital were centralized in one division. The reorgani-
zation·also resulted in the creation of a new linksge unit with the 
purpose of coordinating in-and out-patient services. The Emergency 
Housing                 was one of the services provided &y ths new unit. 
; The                     Housing Program           or crisis residence was 
established at Creedmoor in Harch. 1980. The guidelines for 
establishing the programwereset by the New York State Office of 
Mental Health Program Operations Division. According to stated 
guidelines ,1 the purpose of the program is to .provide supervised 
housing for clients Who are in crisis with respect to their living 
situation but who do not require the extensive treatment and 
restrictive supervision of an inpatient setting. The stated primary 
goal is a timely return of the client to a suitable living situation 
in the cammunity, having. averted the necessity of an inpatient 
admission. The program is also to serve as a respite function for 
clients who need temporary lodging away from their permanent living 
Situation, to prevent further deterioration. 
The program is located on the fourth floor of building 38 on 
ths grounds of Creedmoor Psychiatric                 The site was previously 
ISee: ·Memorandum 80-6 from WillimnHorris, Deputy Commissioner 
on the subject of Crisis Residence Program dated Harch II, 1980 to 
the qffice of Mental Health Regional Directors, pp. 1-2. 
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an inpatient ward and required renovation to change it from an 
"institutional" setting to a more home-like group living situation. 
Partitions were installed to provide separate sleeping areas 
for males and females as well as grouping within the sexes. Ward-
robe dividers are utilized to provide further division so that each 
-sleeping space has privacy. These also provide for private storage 
of personal effects. Each sleeping area includes a bed, a chair, 
and a large wardrobe divider. Immediately adjacent, separated by 
partitions, are 2 large living areas. These contain couches and 
easy chairs, magazine racks and cabinets for games and other reading 
materials. A color T.V. is placed in this area. Immediately 
adjacent to the living areas are the toilets, male and female .. and 
a combination office/snack area.                 was cut into the wall 
between the office and the living/sleeping area to allow for staff 
observation of the area at all times. The snack area is equipped 
with an electric range. a sink, a refrigerator and kitchen cabinets. 
This allows the room to be used for the preparation of complete 
meals as part of the Rehabilitation Program. 
Though the Emergency HOUSing Program is located in a renovated 
ward on the hospital grounds, residents of the program are on out-
patient status and are treated a& lodgers. They are free to leave 
on their own to participate in daily activities outside the hospital 
such as locating a place to live, job interviews and clinic appoint-
ments and recreation activities. 
However, regular meals are served by Creedmoor Psychiatric 
Center nutrition service in a central dining room. This is due to 
f·· f 
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the fact that the combination office/snack room presently houses 
the locked cabinets necessary for the medication storage. Next to 
this combination room is a special locked clean linen room which is 
used to store sheets/towels and other linens. 
A short distance down the hall       the laundry room which is 
equipped with a washer, dryer, several laundry carts, a double sink, 
and a hopper for cleaning soiled linens. All laundry for the pro-
gram is done by the clients in this room with staff assistance. 
The Emergency Housing Program gets its referrals from Creedmoor 
screening teams. The clients are referred to the program after they 
are found inappropriate for inpatient admission and have no plAce 
to stay. The clients must be at least 18 years of age and free 
from eonditions requiring inpatient medical care. Clients may be 
in crisis with respect to their economic, familial, or residential 
situation, but may not exhibit behavior which is dangerous to self 
or others. The length of stay         initially set at a maximum of 
10 days and was extended to 21 days after four months of operation. 
As mentioned earlier, clients are essentially treated as lodger, 
waiting to locate a permanent housing arrangement with the assistance 
of the program staff. 
Clients are discharged from EHP under the following            
stances: 
- after the mandated length of stay has expired; 
- for behavioral/psychiatric reasone if the client 
constitutes a serious threat to self or others or 
                unmanageable or seriously psychotic; 
- in cases of serious illness or injury; 
- if the client refuses to participate in his/her 
placement arrangements. 
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At the time this study was conducted, staff at the Emergency 
Housing Program included: 
- a certified social worker with a master's degree 
in social work and a master's degree in counselling 
(coordinator) ; 
- two social worker assistants, one with one year of 
study in a graduate school of social work after her 
BSW. and the other with a BSW degree; 
- two community mental health nurses. one registered 
nurse snd one practical nurse; 
- a case manager and three mental health aides; 
- a rehabilitation assistant with a master's degree 
in rehabilitation counselling; 
- a part-time psychiatrist (acting as consultant) and 
- a psychologist (acting as consultant). 
The nature of the setting permitted overlap of roles and 
functions for many staff members. especially at the early stage of 
implementation. However, after the first four months. more dis-
tinctive roles                       Staff roles and functions were enforced 
once a job description for staff was put into effect. These roles 
and functions were monitored by the coordinator of the program. 
While nurses and other staff provide the in-house care and 
supervision of clients, the program guidelines indicate that the 
social'worker bears primary respoDsibility for developing a seryice 
plan and assuming responsibility for its implementation after it is 
approved by the team. The same guidelines also indicate that the 
social worker .becomes the client's primary link with all community 
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·services. However, if the client is capable of seeking and arranging 
some services on his/her own behalf, she/he is encouraged and 
assisted in doing so. 
The recreation program provided within the residence is the 
responsibility of the rehabilitation assistant who works from 10 AM 
to 6:30 PM daily. Recreation supplies, i.e., reading materials, 
T.V., games, etc., are available in the residence itself. Clients 
are allowed to keep radios as long as their use does not interfere 
with or disturb other clients. The rehabilitation assistant also 
                          plans off-grounds recreation. However, the primary 
                of the residence is finding new housing and/or stabilizing 
previous housing.                             the recreation program is designed 
in such a way as not to interfere with that purpose. 
As a result of strict safety codes and regulations, the EHP 
was not certified by the City at the time of the study. 
Such regulations are frequently cited as an impediment to develop-
ing similar residences not only inside hospital grounds but in the 
community as well. Writing on the law and mental health in community 
services, Dybwad pointed out for example that 
Fire laws are such that before you put these patients 
into. this community residence you have to have a fire 
escape, a closed staircase               in some houses just 
isn't possible', (emphasis provided) permanently lighted 
exlt. signs, and a sprinkler system. You could say to 
the Fire Marshal. "But. please, the people being put in 
this house are people who will leave at 8:00 every morning 
with lachboxas, go· to some employment or" some 
                    workshop. aDd come back                     """And" 
be says to you.. "Kuster, were they m the" 
hospital? It says here they are                            
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In mid 1983 the EHP changed                                   the first floor of 
Building" 38 at Creedmoor Psychiatric Center.       ,ew program site 
complies with the New York City" Life Safety             (L.S.C. 101). 
A c"ritical               of the EHP                   that the program could 
be described "as an open ward in a                                             rather than 
bemg an alternative livizlg arrangement. The staffi1l8 pattern and 
the exteusive clinical and support services provided to" "clients 
                enforce this view. 
We shoJJld note", however. that the EHP" staff are also respousible 
for providing aervices at a night hospital program and manning 
telephones at an"around-the-clock crisis intervention and counseling 
hot line. This may help explain the fact that a             number of staff 
were working at the program site. so they             provide the above 
sem.ces "as wel1. 
Another equally important fact is that the EHP clients are 
considered outpatients and as such "they could leave the residence at 
lGuzmar "Dybwad, "'rbe Law SDd KeD.talllealth ""m              
Sarv.l.e!S"-:Lu: Kental &salth in 'lr8DSit:Lon, a policy handbook.. 
"rheodore Val;l.8Dce sael Itu Sabre O:ds.) (l(ew:             IlUlllllll Sciences 
              Inc., 1982). p. 70. 
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any time to be                   in their day to day activities' in the community. 
As we mentioned earlier, the program was relocated in mid 1983. 
the new location allowed clients more privacy in double occupany rooms. 
The treatment and                       rooms were recently re-10cated within 
some distance from         sleeping areas. the new location also has its 
own separate entrance and exit. these recent changes made the EHP 
acquire a more                     environment. 
Finally', we should note that at the time the EHP was selected 
as the site of this study there were similar programs in 13 different 
psychiatric centers arcoss New York State. l 
1ADnual Report on Cummunity Residences. New York State Office 
of,Mental Health, Mimeograph. March 1981. p. 19. 
CHAPTER IV 
THE STUDY METHOD 
1. Preliminary Activity: 
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During the formulation phase of the study proposal, the 
investigator conducted informal discussions with clients and staff 
of the. Emergency B.ousing P.rogram (EHP). These discussions focused 
on the clients' needs and expectations from the hospital where they 
SOUgTlt admission. The discussion"also dealt with the staff obser-
vations, activities and difficulties in working with this group of 
clients. 
These early discussion9 with. clients and staff helped the 
investigator to formulate questions for the study questionnaires and 
to test the degree of staff cooperation in using the program as the 
study site. The staff was receptive to the idea and. upon the approval 
of the initial proposal the investigator started to interview clients 
through an open-ended questionnaire. The client questionnaire was 
pre-tested on 10 clients before it was redesigned with close-ended 
questions. Close-ended questions were necessary to compute the data 
quantitatively. 
Using the pre-test             another questionnaire was formulated 
to obtain information from staff. An open-ended staff questionnaire 
was distributed to professional and paraprofessional staff who were 
working with the 10 clients' involved,' in the pre-test period. The 
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staff questionnaire was then redesigned using close-ended questions. 
Prior· to interViewing the first client, two orientation sessions 
were conducted for staff working in the day (8:00 AM to 4:00 PM). 
These and two evening (4:00 PM to 12:30 AM) sessions were conducted 
to inform the staff about the study goals and to explain their role 
in implementing them. The staff lIIembers were willing to take part 
in the study, especially when they learned that the main goal was to 
gain more understanding of the cU:ents" problems and not to evaluate 
staff performance. 
2. Sampling Procedure: 
I·n order to insure that the                 was representative of the 
population under study, the sample was drawn under·         following pre-
set conditions: 
1. The client: should have                 or was brought for voluntary 
admission or readmission to the psychiatric facility during 
the period of the study. 
2. The client should have Seen judged as not in need of 
inpatient psychiatric treatment by the screening and 
admission team. 
3. The client was in need of service other than inpatient 
psychiatric treatment such as shelter, food, clothing, and 
medical attention. 
4. The staff participating in fi:11:1:ng out staff question-
                          individual clients should have worked with the 
cli'ent involved. individually for a period of tme long 
enOugh to allow them to formulate opinions about the client's 
needs and proDlems. 
3. Tbe Study Sample 
A.                            
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Tbe client sample included persons         sought or were brought for 
voluntary admission or readmission to Creedmoor Psychiatric Center and 
met conditions numBered two and three in tbe sampling procedure. The 
sample was selected during an uninterrupted period that ended when the 
sample reached 100                   As, sucb, persons 'included in the study 
represented an "incidental sample"l of 100 clients' who were edmitted to 
tbe                   Housing Program Between October 1980 and July 1981. This 
numtier constituted all clients who were admitted to the program during 
that period with the exception of tllon who were readmitted to the pro-
8ram or stayed in the residence for           than 24             (47 clients). 
The study per!l.od was l:1mited only fly the completion of interview-
:,' ing the first one liundred clients who joined the program. Data collec-
tion ended                     after the one Sundredth subject of the samp1s 
was interviewed. 
All clients were interviewed fly tlle°iDvestiaat'ar. Each cll!!Jl.t was 
interviewed after she/he spent at least one night at the residence. Inter-
views were conducted during late afternoons, avenings and weekends. This 
arrangement was made to                           the client"s schedu1ecJ. day activities, 
and the investigator's re8u1ar work schedule. 
Priar to the interview. the investiaator' explained the study pur-
poses as outlined in the consent fom (Append,:bI: 1). The client was then 
given the consent farm to read and sian. The iDvestiaator encouraged the 
client to ask any question she/he might bave before the 
        use inCidental. t:lme, or                         _p1e to mean a nan-proba-
bility               as defined by Chein. "In accidental sampling, one s:lmply 
reaches aut and takes the cases tOat fall to hand, contiDuin8 the pro-
cess until the sample reacbes a designated size." See: Isidor Chein, 
"An Introduction to                     in C. Se1'-Uz and H. Jahoda, (eds.) Research 
Hethods in Social Relations, (New York: Ba1t, Rinehart and Winston" 1959) 
p. 516. ' 
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start of the inteririew. During the'interview', some of the questions 
were.,                   explained' w.hen' such.. an explanation was reqilested By 
tne client. Interviews proceeded'with no significant resistance 
from clients. A numBer                       told the investigator that the 
interview'helped'them personally in understanding their difficulties. 
This' positive side effect was: not intended. The interview' tbBe 
ranged between 30 to 40 minutes' w,itfi, a median of 35 minutes per 
interview.. 
B. Staff Sample: 
The staff who were working           tHe client sample during the 
day (/!:OO AM 1;0 4:30' PH) and the evening (4:00 PH - 12:30 AM) were 
asked to complete the staff questionnaire after the investigator 
completed his interview'with the client. The investigator assigned 
the questionnaire to the staff memBer'who was working closely with 
the client at the time of the interview. 
Table 6 presents staff whO participated in the study according 
to occupation and participation in filling out Parts I and II of the 
staff questionnaire. 
The three 'staff memBers wno partieipated in filling out Part II 
only of the questionnaire were not'working with individual clients on 
a day to day basis. For this reason, they were not given Part I of 
the questionnaire wnich'deals witn each individual client of tne 
sample             the exception'of the psychiatrist who gave BU assess-
ment oi only,oAe client}. 
Taole 7 represents staf,f educstional I!ttatus' st the time they 
participated' in the study'. We should' also note that four staff members 
were enrolled'in post-graduate and graduate programs at that time. 
TABLE 6 
STAFF SAMPLE ACCORDING· TO OCCUPATIONS AND PARTICIPATION 
IN COMPLETION OF STAFF qUESTIONNAIRE 
NumBer partici-
. patillg in 
Occupation PartS' 1" & IT 
Psychiatric social worker 0 
























*Number of nurses was higher due to some resignations and changes 
in Rurses'positions during the period of the study. 
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TABLE 7 
EDUCATION STATUS' OF STAn' WORKING 
















As· a group tile staff fias cons-idera5le experience -in the mental 




YEARS OF WOE EXPERIENCE IN 
MENTAL HEALTH OF STAFF WORKING AT EHP 
Experience NumBer 
Nine years or more 10 
Four to less than nine years- 4 







The majority of questionnaires were completed by social work 
staff since social workers· were· the main serVice providers in the 
program. Placing clients to a permanent bousing arrangement was 
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their main responsibi1.1:ty·. Table. 9 presents the number of questions 
completed by staff according to staff discipline. 
TABLE 9 
NUMBER OP QUESTIONS· COMPLETED BY STAPP 
ACCORDING TO STAPPDISCrPLINE . . 
















Unstructured interviews with the hospital director and 
two of his deputies were conducted· to elicit their'opinions on the 
services·· prov1:ded· by the state psychiatric !lenter. l . 
10fficers interviewed by the investigator for the purpose of 
tliis s.tudy 'weJ1e: 
Y. Haveliwala, M.D., Creedmoor Hospital Director 
L. Goldberg, Ph.D., Creedmoor Hospital Deputy Director        
Community Serv:l:ces: 
A. MaggiO, M.A., O.T., Creedmoor Linkage Unit Division Chief 
The interviews were conducted in tbe offices of the three 
offi'Cers;, after' a letter' was: sent to each. of' them explaining tbe 
purpose of'the interView'witb,a'summary of the study proposal. 
4. Data Collection ,Ins'truments: 
Data for the study were collected mainly through structured 
and unstructured interviews with, clients, program staff, and 
hospital officials. Table 10 presents the number of questions 
included in each instrument and the average length of time that 
was spent in completing one instrument,., , 
TABLE 10 
NUMBER OF QUESTIONS INCLUDED IN STUDY 
INSTRUMENTS AND COMPLETION TIME 
Instrument Number of Questions 
Client Questionnaire 29 
Staff Questionnaire, Psrt I' 10 
Staff Questionnaire, Part II 4 







€opies of client and staff questionnaires are attached as 
Appendices 2 & 3.and a Brief description'of each instrument 
follows. 




- client identifying information 
- paychiatric lIOapital:l:zad:ons 
- referral                          
- eDlployment. Rousing. :income. 'Med:l:caid benefita 
- service. expectations from'the liospital 
- reasons for teDIporaryhomelessness 
- functional ab:l:1:1:t:l:es 
:.. ongoing proolems' and expectations' from the oospital iiiith 
regard to these probiems 
- knowledge of existing community serVices and the utiliza-
tion of such, serV:l:cell" 
The ataff quest:l:onnaiTe consisted of two parts. the first          
included ten cloa'iI-ended quest:l:onil' and covered the following content 
categories: 
- assessment of client's level of functioning 
- assessment of                 social and health problems 
- assessment of cl:l:ent's need for personal social services,. 
psychiatric serv:l:ces and             services 
- assessment of                 housing needs 
obstacles in                     services to the client 
The second part of the staff questionnsire was open-ended and 
covered tRe following categor:l:es: 
- t1\e s·taff opinionS- concerning tRe reasons for' clients' 
dtff:l:culties in obtdn1ng                   BOcal serVices and other 
servi-ces aa well 
the staff asseS'Slllent' of serv:l:ces: needed for clients involved 
:tn the study 
- the staff assessment of the Fmergency Rousing Program in 
meeting clients' needs 
- the staff opinion concerning the reason that clients are 
uns&le to 5e .sustained in a community living arrangement. 
Part II of the questionnaire was filled in only once by each 
staff memlier. 
5; Other Data Sources: 
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Literature search. relating to topics· such. as· mental hospital 
admissions, problemS" of alternative living arrangement for former 
mental patients·, liousing and deillS"titutionalization as well as 
statistical data               Creedmoor Psychiatric Center         facilitated 
. through.·computer data seercn.. T1ie search. was conducted upon the 
request of tne inveS"tigator from· tne following sources: 
1. ColumBia University, Scliool of Pu5l:1:c Health, Computer 
Itearch Center 
2, New York Stste Lilirary, Data Base Services· 
3. Nationsl Institute of Mental Health, Nationsl Clearinghouse 
for Mental Health. Information (NCMHI) 
4. Creedmoor State Hospital, Medical Record Computer Systems 
6. Data Collection and Processing: 
The data for the study were collected from clients, staff and 
hospital officerS" during the period Between Octolier 1, 1980 and 
Jul:(         1981. Data on adminions- to Creedmoor ilbspital               the 
same                                                       liospital medtcal recorda depaTt-
ment ill late                           ·1981 and _reci!i'ved· on October 13, 1981. 
Data on· admfssion· were sorted By: DalIIe· and used to construct statistical 
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tables covering the nine vartables                                   with" similar 




Educa t:l:on " 
CUrrent marital s"tatus 
Religion 
PreBent employment status 
Housel'lold composition 
S"ource of referral 
Tne investigator" also reques"ted information on patients' type 
of residence at the" time of admission" Cut such information was" not 
available. Information" on type of" residence was not stored in the 
computer terminal and consequently could not De retrieved. 
Data on"tne cltent and Btsff questionnaires"were precoded DY the 
investigator. The data were then" processed through the Statistical 
package for the Social Sciences" (SPSS") computer program at Columbia 
University's Teacher College. Tne data analysis included the usual 
descriptive statistics", simple frequency distri1iutions, and cross-
tabulations. Spearman's Rank             Correlation Coefficient and Chi-
Square Tests on the study sample and ballPital admisaioftll:"during the 
period of study were conducted by the investigator. 
Introduction 
CHAPTER V 
CLIENTS t PROFILES 
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Clients in this study were among those who sought voluntary 
. admission or readmission to Creedmoor Psychiatric Center (CPC) 
during a ten month period in 1980-1981. Clients arrived at Creedmoor 
by themselves or accompanied by others. Each client was screened' 
by a psychiatric team for possible admission to the psychiatric 
center. However, the team decided in each case that the client 
did not D!led to be admitted. The team also found that the client 
did not have a temporary or                 place to stay and consequently 
referred him/her to the Emergency Housing Program (EHP) which was 
located on CPC grounds. 
A profile of the characteristics of this group of clients 
follows. The main objective of this profile is to draw a descriptive 
picture of persons who sought admission' to psychiatric facilities, 
though their condition did not warrant such admiseion. A second . 
part of the characteristics profile will point to the similarities 
and differences between the above group and clients who were admitted 
to the psychiatric center during the period of the study. 
Study             data from CPC records and data obtained from the 
New York State Office of Menta1 Health were used to compile the 
clients' profiles. 
'!l' • 
"""""-: .' .- .... ..        




TABLE 11 , 
CLlER'tS' STATUS BY SlLEcrED alA1\ACTP.lS'lICS 
(N-100               indicated otherwise) 
I 
Selellced Vanables ' Nlllllber,i Selellced Var:l:ablu 
, 
      " Bdullatioa:, 
Hale .5B ' ,Ac!=8IlcIed El_tazoy 
rcilal.e 42 School 
AtteACled BiBb School !!S.!: Cqmp1eced 1Ii8h Sahaal lIIdI:e . .9 ActeD'" Vaa ... SchAal i1ack ' 3B                                11.,68. 7 .Calllp1et:ed Collese 
• n=1C8J,     6 Atcesatltul Gra4uate 
School 
, !I!l. t..e t:IaaD.20 _ Jf.cIIltblZ I_e_' It 'Iou.     $9 
.20-39 U' $50 ,- $149 .10 - 31 24 $150'- $249 
40 - 49 16 $250 - $349 
50 - '59 9 $350 - $449 
60 - 69 4 $450 - $5.9 
0.- 70 1 .$5.5fJ - $64' 
.GMr - '$650 
llariy!" StaI:ar.    
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            54 Emp111!'8d h1l dIIe 
Not: ill ,tabor l'cm:e 36                 pare tiM 
ReasaD fOE DOC beiDS iD'sba isaarae 
of :1: __ : 
Labol' Force: 'W - 36 
11lDes. 31 SIIZ 
1lcIIIe _k81' 3 IlablK AIIs:LaJ:IIIICII 
Studall. 1 Vbzok IIIIl.T 
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TAILE 11 CODt:1nued 
Selected Variables Number 'Selected Variables' 
C11eiat SoUSht: 
,lIwac1ad.ailiOD ' 29 
,JeadnrI n:LOu. n 
Source of _fen.1 to cpe: 
Self 23 
Pam:Lly/£riend 12 
Pollee ' 8 
OutpatieDt fac:L1:Lty ,17 
GeDeral Boap:Ltal ' 30 ' 
!feIatal Bosp:Ltal 1 
lles:Lc1ent fac:Ll:Lty 3 
Voluntary alaney 1 
Private lIsych1atr1u 1 




1fed:Lca:Ld 6 Med- 4 
:L.care 
Ro med:Lcal                   ,49 
L:Lv:1ns AEraD8emeuts Pdor 
to Seek:Lug,Adm:Lss:Lon: ' 
0IrD hOlll8 or apart-
IleDt 2S 
BoIDe of                     or 
. 'fr:Lead 43 
Botel or roOlll:l.u11 
boardiDg house 17 
CcmaIm:I.ty res:LdeJu:e 8 
Psyeh:Latr:Lc Bosp:Lta1 3 
Homeless 4 
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1. Admission seekers who did not need to be admitted: Data 
gathered from the study sample indicated that tbe majority of clients 
were male, white, Catholic, and between the ages of 20 and 30 years 
old. The majority also were never married, had education below high 
school level, were unemployed and had an income or allowance of less 
than fifty dollars a month. The majority were seeking readmission 
to the hospital, were recipients of public assistance and/or 551 
disability benefits (57%), or had no income of their own (23%). 
Sixty percent of the sample said they were receiving Medicaid and/ 
or Medicare benefits and 40 percent said they received no such 
benefits. 
The majority of clients were living with a relative or·a 
friend at the time they sought or were brought for admission or 
readmission to the hospital. Twenty-five percent were living in 
their own homes or apartments and 18 percent were living in supervised 
living arrangements such as community residences, boarding homes, 
private prQpr1.et.uy homes for adults (PPHA) or were residing in 
psychiatr1.c hosp:i.tals. Only 4 percent of the sample were homeless. 
Table 11 illustrates clients' status by seleeted character-
istics. 
2. A look at clients' charts: After the data were. collected, 
a number of clients'charts         were subjects in the                     re-
viewed. A brief summary of each of these clientS' cnarts follows: 
It should be noted that each summary is. limited to the client's 
demographic characteristics and his/her reason(s) for seeking admission 
or                       to         hospital. The purpose of these summaries is 
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to complement the                   statistical profiles. Facts concerning 
clients' characteristics and problems were summarized as reported 
in the clients' charts without interpretation on the part 'of the 
investigator. 1 , 
Case,l: Family Problem 
P.B. is a 30 year old, single, white, Catholic male. 
The client sought readmission to 'Creedmoor because of 
problems with his family. After the ,client was screened, 
he was referred to the EHP. At the age of 28 the client 
had been hospitalized at Creedmoor for' six months and 
upon his discharge he lived with his parents. 
The client attends a Creedmoor day treatment hospital on 
a regular basis. He also applied for Medicaid and 55I 
benefits. The client completed high school and began his 
first year of college. He dropped 'out of college because 
he did not want to take· the                     courses to complete 
his degree. The client is currently unemployed. He has 
worked in various restaurants and retail stores. The 
client has made several attempts 'to live independently 
in shared apartments or hotels. 
Case 2: The Possessive Landlady 
              B.C. is a S2 year old,               Protestaqt, divorced 
male. He sought readmission to Creedmoor and was referred 
to the EHP. At the time the ·client sought readmission he 
was living. in a furnished room which he left on his own 
because of' interpersonal conflicts with his landlady. The 
client described the landlady as.being                         concerned 
about him and 'interferring in'his affairs. The client was 
described as being capable of handling.his affairs with a 
minimal amount of supervision. 
The client is currently involved in the work-for-pay program 
at Creedmoor •. He also attends a Creedmoor                         clinic. 
The                                 $384.00 per month 'from 55I benefits. 
15ixteen clients were picked through'a simple procedure. All 
100 names 'of the clients interviewed were                                                  
of papers. All slips were then placed in a jar. The jar was shaken 
several·times and the 16 slips were picked from the jar. The charts 
of the names which appeared on these slips were then summarized. 
Client's initisls were altered and other minor changes in names 
of places' were necessary to protect clientB' identity. No attempt 
was made to             any client's characteristics or the circumstances 
that led to his/her referral to the EHP. 
Case 3: No Other Place to Go 
Client M. L. is a 19 year old, single, Hispanic, Catholic 
male. The client had returned from Puerto Rico where he 
stayed with his mother for a few months. Upon his return, 
the client had hoped that his uncle would allow him to 
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stay with him, but the uncle refused. He was unable to 
locate his other relatives and finally, he came to Creed-
moor requesting assistance with housing and financial aid. 
Subsequently the client was referred to the EHP. The client 
has had one psychiatric hospitalization at Queens General 
Hospital which lasted 21 days. The client attends a 
Creedmoor day hospital and has                 for SSI benefits. " 
Case 4: The Mother Does Not Want 'Him Back 
Client M.R. is a 21 year old, white, single, Protestant 
male. The client's early development was apparently 
normal. He completed grammar school and then successfully 
completed three years at a marine biological high school. 
He attended a regular high school for his fourth year but 
was unable to graduate. 
The client's parents were separated when he was eight 
years old and divorced when he was nine. The client has 
never been able to resolve the anger he has felt toward 
his parents since their 4ivorce. He has felt that his 
mother is not supportive of him and has felt abandoned 
by his father who has had no contac"t with him. When the 
parents were separated the father took the client's older 
brother to live with him. Since the incident, the client 
has felt that his father cared more for his brother than 
for him. 
The client's first hospitalization occurred when he was 
17 years old. At that time he felt he had to protect 
his mother from their building superintendent. The 
building superintendent misinterpreted the client's action 
of             a hammer in the air and reacted as if the client 
had attacked him with the hsmmer. The client was confused 
and frightened and not able to cope with the situation. 
He was "subsequently hospitalized at Creedmoor Psychiatric 
Center for     months. "Upon his discharge he went       live 
with his brother in another             The client               in a print "shop but was term:l.iUltea from h:1s job because "he was unable 
to get to work on time. 
      then joined the Navy "but did not like the discipline 
and was discharged after a month when he revealed his 
psychiatric hospitalizations.             he came back to New 
York he" got into an "argument with his mother at the 
airport. The mother tried to grab a radio he was carrying, 
and he grabbed at her neck. She. became hysterical and 
called for help; she claimed that the ,client was attacking 
her and described hfm as a psychiatric patient. whereupon 
the police took him to Elmhurst General Hospital. He was 
transferred to Creedmoor and stayed for one month. 
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The client was discharged and went to a private psychiatrist 
for four months. but his attempt at therapy was unsuccessful. 
He was living with his mother at the         The client was 
very angry with his mother' 'and said she had no confidence 
in him. He became discouraged at the difficulty he was 
having with his mother and stopped taking his medication. 
The client was brought by his mother for readmission to 
Creedmoor after he allegedly menanced a woman with a 
board when she was walking in the street. Subsequently. 
the client was referred to the Emergency Housing Program 
by the screening team at Creedmoor. The mother did not 
want the client to live with her. She feared that he 
might hurt her." ,himself or others. 
Case 5: Cannot Stay at the Adult Hame 
Client K.C. is a 44 year old. single, white, Jewish 
male who sought readmission to Creedmoor and wss 
referred to             The client was living in a 
boardiDg home which had no heat or hot water. As a 
result. the client was unable to shower. When he appeared 
for admission at Creedmoor, he was dishelved and infested 
with lice. 
The client had had several previous admissions to Creed-
moor. The client's living situa tion has been marginal 
since his mother's death several years ago. He has 
resided in adult homes. welfare hotels and the men's 
shelter. The client receives $224 as SSI benefits and 
attends a Creedmoor'daY treatment center. 
Case 6: An Incident, at the Airport 
Client A.a. is a 22 year old, white, Moslem. male. 
who is a subject of a foreign country in the Middle 
East. The client was sent by Queens General Hospital 
for'admission to creedmoor'via a transfer agent. 
Subsequently, the client was referred to the EHP 
after'he was found not'in           of'inpatient psychiatric, 
treatment. 
The client reported that he had come to New York 
City to fly home because he was homesick. The' 
client had a student visa and was enrolled at an 
upstate college. The client apparently neglected 
to take his passport         him to the airport. 
Consequently, he was not permitted to leave on 
his scheduled flight that evening. The client 
waited at the airport until the following day when 
a friend brought him the passport. A new reservation 
was made for the client. 
The client stated that he heard voices that were 
telling him           people wanted to kill him. The 
client became disturbed and tore up his plane 
ticket at the gate. The client then proceeded to 
leave the airport, obtained his car from the                
lot lind drove out of the airport. While driVing, he 
felt that he was being followed. At this point, he 
abandoned his car and walked back to the airport. 
Feeling that he needed assistance, the client called 
an ambulance and was taken to Queens Hospital Center. 
The psychiatric consultant at the £Hp suggested that 
the client had been using drugs and was experiencing 
some LSD flashbacks. The client remained at the EHP 
for 6 days during which the social worker arranged 
another flight for him after contacting his embassy. 
Case 7: The Mother's House is Sold 
Client S.A. is a 46 year old, single, Catholic male 
who was attending one of the Creedmoor outpatient 
clinics for the past 6 years. The client ,,'as living 
in a house owned by his mother. On the day the 
house was sold the client was referred to Creedmoor 
by a worker at the outpatient clinic. The client 
was found not in need of inpatient admission and 
consequently he was referred to the EHP. 
Case 8: No Heat or Hot Water 
Client S.J. is a 37 year old single, white,              
unemployed male. The client sought readmission to 
Creedmoor as he was unable to continue to reside in 
the furnished room where he was living for the past 
. year. The room evidently did not have heat or hot 
water for several months. The client was found'not 
              of inpatient treatment and subsequently was 
129 
. 1 
referred to the EHP. the clien:t had a history of 
psychiatric hospitalization at Creedmoor and other 
hospitals since he was 13 years old. The client 
had resided in                 adult homes and welfare 
hotels. He left some of these homes and sought 
readmission on his own everyt1me he "ran out of 
money." He also had stayed at the Men's Shelter 
for a few months. The client attends a Creedmoor 
day treatment center. He also receives $393.00 per 
month on S5I disability benefits. 
Case 9: The Nephew 5aid No 
Client G.C. is a 48 year old, divorced, .white, 
Protestant female who had had 7 prior psychiatric 
hospitalizations at Creedmoor and other city 
hospitals during the past four years. In August 
1980 the client was taken to Elmhurst General 
Hospital by police. The client was living with 
her nephew at the t1me and her condition was 
described as acting bizarre, undressing herself 
and hallucinating. She spent two daya at Elmhurst 
and was brought to Creedmoor by a transfer agent. 
At Creedmoor she was found to be· coherent, relevant, 
oriented, and without auicidal or homicidal intention. 
Consequently, the client was screened out and was 
referred to the EHP. The client's nephew refused 
to have her return to his home. The client had been 
on public assistance for the past ten years (AFDC) , 
and her application for 55I was denied three times 
prior to her referral to the EHP. 
Case 10: The Parents Do Not Want Him Back 
Client G.R. is a 28 year old, white, Jewish, single male 
who is unemployed and had been living         his parents. 
lheclient was seeking readmission to Creedmoor for the 
first time. However, he had a history of psychiatric 
treatment by private psychiatrists and had been 
hospitalized at a private psychiatric hospital several 
times since he was 18. 
Upon his discharge from Creedmoor he was referred to 
EBP due to the fact that his parents did not want him 
to live with them any longer. Prior to his readmission 
to Creedmoor the client had been looking for an apartment 
but had not had any success in finding one. He had been 
attending a city college and had completed 106 credits 
of his school work. He was also employed as a bookkeeper 
in a law firm on a part-time basis. 
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Case 11: The Brother Got Married 
Client A.B. is a 24 year old, Rlack, single, Catholic 
male who was residing with an older brother. The 
client s'ought readmiss-.Lon to Creedmoor when 
his brother got'married and could no longer provide 
him with shelter in his home •. The client is attending 
one of Creedmoor's day treatment programs and is 
receiving $123 a month in public assistance. 
Case 12: It Is Much Safer Here 
Client G.M. is a 33 year old white, Cathplic, single, 
male who was unemployed and living in the Booth House 
in the Bowery at the time he sought readmission to 
Creedmoor. The client has had multiple hospitalizations 
during the past five years mainly because of alcoholism 
problems. He attends one of Creedmoor's outpatient 
clinics and Alcoholism Anonymous group meetings. In 
seeking readmission to the hospital the client mentioned 
thet it is much safer at the hospital than living in 
the men's shelter. The client was robbed more than 
three times while he was living in the men's shelter. 
·Case 13: The Hospital Is My Home 
Client P.A: is a 34 year old, single, Black, Protestant, 
female. The client was readmitted voluntarily to CPC 
and 'waS' hospitalized for three weeks,. The client was 
unemployed and had no address at the time she was admitted 
to the hospital. She was referred to the EHP upon her 
discharge. The client was one of the first referrals 
to the EHP. (It is likely that her hospitalization could 
have Deen averted if the EHP was in operation at the time 
she sought admission to the hospital.) 
The client's record indicated that she was born in 
Philadelphia and was raised in a foster care home until 
she was 14 years old. She had had several psychiatric 
hospitalizations both in Philadelphia and in New York 
City. During her first interview at the EHP, the client 
mentioned that she left Philadelphia because she had 
"used up all the hospitals as far as medication and 
                          The client's application for SSI had been 
denied three times. When the EHP social wQrker ask,ed the 
client about her feelings at the time she requested re-
admiasion to tha hospital, the client's answer was "I' 
felt I was coming hack home ••• I have no place else to go." 
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At the time the client         residing at the ESP she 
was                     to           the H:Lgh School Equivalency 
Diploma Examination. The client.mentioned that· she 
would have, no problem finding a joll once she obtains 
her diploma. The client's main complaint while in 
the EHP was that she could not control her anger. 
Case 14: She Wants a Place of Her Own 
S.J. is a 34 year old, white, Jewish, single, female, 
who had no prior admission to Creedmoor. The client 
however had a history of psychiatric                                
and outpatient treatment at a nearby private hospital 
for the past 11 years. 
The             originally sought admission to the private 
hospital but was turned down because "her Medicaid 
benefits had run out." She was transferred to Queens 
General Hospital. The general hospital in turn 
referred the client to Creedmoor via a transfer agent. 
Subsequently, the client was referred to the Emergency 
ijousing Program (EBP) after it was decided that she did 
not need inpatient psychiatric treatment. 
At the time the client was referred to the EHP she was 
studying for her college degree in psychology at a 
nearby college. The client was also living with a 
boyfriend at that time. The client felt unhappy with 
her relationship with the boyfriend and wanted to          
. a place of her own. The ·client is receiving $301 in SSI 
disability benefits. 
Case 15: No Place to Live 
Client G .• C. is a 27 year old, unemployed Black, single 
male who has never been hospitalized at Creedmoor. The 
client has 3 years of college education. Be had beeu 
living with his sister, brother-in-law and their four 
children. The client bad a           brief psychiatric 
hospitalization at a nearby private hospital and at 
Pilgrim Psychiatric Center •. These two hospitalizations 
were, according to the records, due to feelings of 
depression after starting a new job and dropping out 
of college. 
The client sought voluntary admission to Creedmoor and 
was referred to the Emergency Housing Program "for 
reasons 6f financial difficUlties and baving no place 
to live." The client's public assistance had been 
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terminated because he had no place to           and 
his sister refused to allow"him to                   to 
live in her apartment. 
During his stay at the Emergency Housing Program 
the clientts public assistance was restored. He 
is currently receiving $260 from public "assistance 
and has Medicaid benefits. 
Case 16: She Does Not Want To Go Back Home 
Client S.M. is a 32 year old, single, Black, Catholic, 
female. She is a high school graduate and was employed 
for several years. At the time she sought admission to 
CPC she was unemployed except for an occasional temporary 
job. 
In recent years the client has been unable to maintain 
steady employment. This in part - as reported by the 
client - was due to the fact that she has had multiple 
psychiatric hospitalizations during the past ten years. 
It was reported that the client has difficulty getting 
along with her mother and younger sister and "it appeared 
that the family support system has collapsed." During 
her last admission to Creedmoor the client maintained 
much ambivalence about returning home as opposed to a 
placement alternative. There was no community placement 
available for the client at the time of her discharge. 
Consequently, the client was referred to the EHP until 
a placement alternative could be arrange. The client 
receives $334 in 5SI disability benefits. 
3- Psychiatric Admissions vs, 
Referrals to Emergency Housing 
Creedmoor data on persons who were admitted or readmitted 
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during the period of the study point to areas of similarities and 
differences between the study and the hospital in-patient population. 
Analysis of variance indicated no significant differences between the 
study sample and the hospital population with reference to the age, 
sex, race. marital status and religion distributions of both groups. 
Table 12 illustrates this fact. 
" -. : 
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status and source of referrals. Sample data on financis1 status 
and living arrangements prior to seeking.admission could not be 
tested due to lack of comparable data from cpe admission records. 
As Table 13 indicates, the majority of the study sample were 
seeking readmission to the hospital, while the majority of those who 
were admitted to the hospital were seeking admission for the first 
time. One interpretation of these data is that, ·though their con-
dition did not warrant rsadmission to the hospital, many of the 
client sample considered the hospital as the only accessible place 
to help them with their problems. As one client put it during an 
interview, "1 only come to the hospital when I run out of money,and 
I usually . leave when the s.ocial worker sends my 'green form' to the 
Welfare Office and tells the landlord that my rent will be paid." 
We should note that the Emergency Housing clients were not admitted 
or readmitted to the hospital when they appeared for screening. As 
such they are considered "potential" first admissions or "potential" 
readmissions in comparison with those who were admitted or readmitted 
to the hospital during the period of the study. 
Another significant difference between the study sample and the 
hospital in-patient population was the source of referrals to the 
hospital. As Table 14 indicates, the majority of clients who were 
referred to EHP (The Study Sample) were either self-referred or were 
referred by family or friends (40%).                     only 13 percent of 
those who were admitted to the hospital were self referred or were 
brought by family or friends. Also the percentage of referrals by 
out-patient clinics was three times higher among EHP clients than 
the·CPe in-patient population. 
" 




POTENTIAL ADMISSIONS AND READMISSIONS AMONG THE 
EMERGENCY HOUSING (EHP) CLIENTS AND ACTUAL 
ADMISSIONS AND READMISSIONS MIONG CREEDMOOR 
PSYCHIATRIC CENTER (CPC) PATIENTS* 
E.H.P. C.P.C. 
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Actual or Potential 










*CPC total represents number of admissions                     repeated 
admissions during same period. 
**x2 = 39.2 p > .05 2df (-Unknown) 
TABLE 14 
                      HOUSING' om) CLIENTS' Alm 'CREEDl400R • 
PSYCHIATRIC CENTER (CPC) IN-PATIENT DISTRIBUTION' 
ACCORDING TO ·SOURCE OF REFERRAL TO CREEDMOOR 
                                            ntJ 
Source of referral EH CPC 
N .. 100 N .. 2796 
% 
Self 23 6 
Family or Friend 12 7 
Police 8 6 
Out-patient Facility 17 6 
General                   30 55 
Mental Hospital 1 2 
Residential Facility 3 1 
Voluntary Agency 1 0 
Private Psychiatrist 1 0 
Other " 1 Alcoholism Program 0 2 
Unknown 0 14 
-- X2 P) .05 8dF (-Alcoholism and Unknown referrals). 
Remarks * 
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Table 14 also shows that 30 percent of the study sample were 
general hospital referrals while SS percent of Creedmoor in-patient 
admissions were referred oy general hospitals. The high referral 
rate from general hospitals is due, in part, to the fact that in 
New York City,' general hospitals are "receiving hospitals" for 
most psychiatric admissions. However, because of their limited 
psychiatric bed capacity the majority of general hospital psychiatric 
admissions are subsequently referred to state hospitals such as 
Creedmoor. An equally important reason for the .higher rate 
of general hospitals referrals is that, at the time the study was 
conducted, general hospitals in Queens County were also responsible 
for receiving all patients who were discharged from CPC and were out 
for at least il 3:lIIIiInth period. These rules, however, have undergone 
changes since then and Creedmoor hss also become a receiving hospital. 
Educatipnal and employment status were two other areas in which 
the study·sample.and inpatient population differed significantly, A 
comparison between sample data and hospital data showed that twice 
as many (42%) of these referred to the Esp attended elementary and 
high school· than those who were admitted to the hospital (21%). 
However,' a higher· percentage·of the hospital inpatients were able 
to complete high school or college (52%) in comparison with the 
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TABLE 15 
COHPARISON BETWEEN THE STUDY SAMPLE AND 
CBEEDHOOR IN-PATIENT POPlIlATION 
WIm REFUENCE TO EDUCATIONAl. STAT1JS 




                  high school 




Attended vocational school 2 
                college 13 ' 
Completed college 4 
Attended gTaduate school 2 
CPC PeTcentage 
N .. 1981 










               __________            ____________ ___ 
TOTAL 100 100 
*x2 a 16.25, p > .05 6 df (-Unknown) 
                                      status showed that a majority of 54 percent 
of the EBP clients weTe unemployed while only 6 percent of the in-
patient population weTe unemployed (Table 16). The data also revealed 
that while the majority of EHP clients were unemployed, 72 percent 
of the inpatients were unemployable due to illness. Only 31 percent 
of the EHP clients weTe unemployable due to illness. Table 17 
presents these figures in more detail. 
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EHP CLIENTR' AND CPC INPAl1ENTS' EMPLOYMENT RTATUS 
£.8. Clientll C.P.C. Inpatients Recarks* Variable N .. 100 N co 1981 
t - 100 
Eme10ment 
Employed 10 4 
Unempl'7ed S4 6 
Not in labor force 36 90 
*%2 p :> ·,OS 2 df 
            31 parcellt: of the. EHP cl:Lnt sample wera considered 
UDeIIIPlo7ablCt due to             1IIeDtal 41sabl1:Lty. 72 perc:en:t of those who 
were adm:Ltted to the hospital fell :Ln that category. 
The data also :l.ndicated that DOne of the EHP clients ·we1:e 
phya:Lcal1y d1sablad while 11 percent of CPC admission were classified 
as such. '.I:ab1e 17 presauta these facts :Lu detail • 
. " .'fABLE 17 
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Findings of the current study can be                 with Morrissey 
and }lcGreevy' s recent study on "Admission Screening at New York 
State Psychiatric Centers.l MOrrissey and McGreevy's findings are 
drawn from a time sample from Creedmoor and Hutchings Psychiatric 
   
Centets. The study data were collected during a ten week period 
in late 1980. Sample selection and                         of Morrissey and . .' . 
McGreevy"s study make their findings relevant for comparison w.ith 
"I • 
our Iltudy. 
We, noted that both studies have             no significant 
differences between admissions and non-admissions with reference 
to sex, lDSrital status and ethnici.ty. 2 However, according to our 
findings, there were significant differences between admissions and 
non-admissions with reference to education and employment. MOrrissey 
and McGreevy's study did not detect a significant difference with 
                    to those same two variables. 
Differences in findings ,between the two studies could be 
attributed to the fact that while Morrissey and McGreevy's study 
reflect the characteristics of the non-admission population, in 
general, our study was dealing           only         segment of this popu-
lation, 'namely those who were fO.und to have a pressing need for 
temporary or permanent housing. ·Our findings suggest that those 
clients are likely to be unemployed rather than being unemployable 
and also are educated at lower levels than those who were admitted 
to the hospital. 
IJoseph P. Morrissey, and Margaret A. .lcGreevy, Admission 
Screening at New York State Psychiatric Centers: Decision Criteria 
and Applicant Outcomes. Final Report. Special Projects Research 
Unit, New York State Office of Mental Health, June 1981. 
2Ib1d., p. 16. 
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It should be noted that many clients who mentioned that tbay 
were unemployed could be classified in the "out of the lsbor force" 
category .since tbey were not seeking employment .. st the time they were 
interviewed. In light of thia fact. more                 could be added to 
the sample's "out of the labor force" number. and the number of unem-
ployed persons may actually be less than reported. 
In general. the clients' profiles presented-a group of clients 
with more than their share of emotional. financial. educational. 
social and housing problems. 
The clients' self assessments and the staff assessment of 
clients' needs (Chapters VI - VII). explores the above problems and 
lists clients' needs·and expectations in reference to thee problems. 
We should point out. however, that these clear indicatio s of 
clients' needs do not imply a need for admission to state mental 
hospitals in order to satisfy these needs. Clients' needs. as pre-




THE CLIENTS' SELF ASSESSMENTS 
Introduction 
One of the implicit hypotheses of ·this study is that many 
clients who arrive on their own or are brought by others for 
admission or readmission to state psychiatric facilities have 
problems,. needs and expectations well beyond the psychiatric 
facility's domain of service. Problems such as housing,unemploy-
ment, family conflicts and lack of financial means are common among 
clients seeking psychiatric admission. In many cases clients expect 
the mental hospital to handle these                   for them at least 
tempoll.arily. Clients expect the hospital             to help them "make 
it" upon discharge by legitimatizing their entitlement to financial 
and medical disability benefits. Our review of the literature gives 
credence to this hypothesis and the data of                   seem to 
partially confirm it. 
At the outset it is impo.rtant to remind the reader that the 
client sample had sought admission to the state psychiatric facility 
and were found not in need of inpatient psychiatric treatment. 
Furthermore, clients         not have temporary or permanent housing 
at the time they were screened at the hospital. Consequently, they 
were referred to the Emergency Housing Program. With this fact in 
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mind, the data here represents problems, needsand expectations of 
clients at the time they sought admission to the psychiatric hospital 
prior to their referral to the                     Housing Program. The number 
of clients' responses is also a percentage since the sample (N) is 
100 clients. 
1. Clients' problems: The rank order of problems according to 
clients' sample (Table 18) is: housing, financial problems and 
family                     Ninety clients said that they had a housing                  
82 clients said they had financial problems, and 57 clients                    
family                  
            problems which were mentioned less frequently by clients 
included work-related                 (53 clients),                                 (53 
clients), and medical                 (39 clients). 
Seventeen clients                     that they had problems in community 
residences and boarding               This number represents 74 percent 
of clients who lived in these residences prior to seeking psychiatric 
                  or                          
Despite the fact that the Emergency Housing· Program rules 
prohibited the acceptance of persons with drug or alcohol                  
8 clients with such problems               to enroll in the                  
When asked about the causes of their housing                   62 
clients said they had difficulties living with friends or relatives. 
A similar number indicated that they could not find housing on their. 
own. Fifty-nine clients said they did not have money to pay for 
rent; 16 clients said that the owners of residences objected to their 
TABLE 18 144 
PROBLEMS                   BY CLIENTS AT THE EHP 
Number of Percent of 
Problems Presented Resl!onses Resl!onses 
                90 22 
Financial 82 20 
Family S7 13.9 
Work related S2 l2.9 
Emotional S3 12.9 
Medical 39 9.5 
Resident home problem 17 4.1 
Drugs or alcohol related 8 2.0 
Other .....!L -LL 
TOTAL 410 100 
.staying at the place they were living ini very few said the reason 
was that they preferred to stay in the hospital (5 clients) or would 
rather be homeless in the street (2 clients). 
Table 19 illustrates clients' reasons for being temporarily 
or pexmanently homeless. 
TABLE 19 
CLIZNTS' REASONS FOR BEING TEMPORARILY 
OR PERMANENTLY HOMELESS 
Number of 
Reasons for Being Homeless Responses 
Cannot find housing 62 
Had difficulties living with. 
·;riends br relatives 62 
Do not have money 59 
Had problems with owners 
of residence 16 
Wanted to stay 10 the hosp:ital 5 














2. Clients' needs:         fact that all clients were referred to 
an emergency               program indicated tnat they needed housing at 
least on a temporary basis. The study data confirmed that housing 
was the most needed serv:ice.for this group of clients. When asked 
about their preferences. a majority of 70 clients preferred to have 
their own home or apartment. although. only 25 clients stated they 
had been living in their own hame or apartment prior to belog 
                  to EHP. Six clients preferred to live with a relative or 
a friend. a decrease of 86 percent from those who originally lived 
with relatives and friends prior to joining the program. Twenty-one 
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clients preferred to live in a boarding or residential home. 19 
percent less than those who lived in these settings before they were 
referred to EHP. Two of four clients who were homeless preferred 
to remain homeless. Three clients who were newly discharged from 
mental hospitals did not want to be readmitted. Table 20 shows 
data on clients' preferences for living accommodations after leaving 
the EHP. in comparison to living arrangements before tbey joined 
the program. 
TABLE 20 
                PRIOR LIVING ACCOMMODATIONS 




Housins Arransement. , dation 
Own home or apartment 25 
Home of relative or friend 43 
Rooming house, boarding house, hotel 17 
Community residence, adult home 8 
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Table 21 shows, there was no significant relationship 
(X2 p;>.05) between the client's prior housing arrangement and his/ 
her preferred living accommodations after leaving the ERP. 
A rank correlation coefficient between the clients' housing 
preferences and the staff assessment of the clients' housing needs 
suggested ,a strong relationship between                   preferences and 
staff assessment (rs = .9). These results will be further explored 
in the following chapter. 
3. Clients' expectations from cpe: Clients were asked about 
their general expectations from Creedmoor Psychiatric Center (erC). 
The highest number of clients expected creedmoor to provide them 
with temporary housing (97                       followed by the expectation 
that the hospital provides information and referral (89 responses) 
and locates permanent housing (87 responses). Seventy-three of the 
responses expected Creedmoor to offer counselling and a similar 
number expected the hospital to provide them with medication. 
Fifty clients expected Creedmoor staff to help them collect disability 
benefits. 
When clients were again asked about their expectations from 
Creedmoor Psychiatric Center in relation to problems they said they 
had, the results were constant with reference to housing. Eighty-
seven clients expected the hospital to help them with their housing 
problems; 59 clients expected the hospital to help them with their , 
financial problems. Fifty-ons clients expected the                   to help 
with             emotional problems; 39 cliants looked upon Creedmoor to 
assist them with their work related problems. Thirty-one clients 
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TABLE 22 
CLIENTS' GENERAL EXPEcrATIONS FROM CPC 
Number of Percent of 
Client Expectation Responses Responses 
Offer temporary shelter 97 ZO.2 
Provide                         and referral 89 18.6 
Locate permanent shelter 87 18.1 
Provide counselling 73. 15.2 
Provide medication 72 ·15.0 
Assist in establishing elig1hlity 
for· disability benefits· 50 10.4 
Other -!L    
TOTAL 480 100.0 
expected (tpa hospital to help them with             family problems 
and a s-:I:milar nUllIfier expected :help with. their medical problems·. 
Table 23 lists clients' expectations from Creedmoor Psychiatric 
Center with refrence to their specific problems. 
With the exception of help w.lth emotional problems clients' 
expectations from the psychiatric facility                                   In 
that regard the data sugges.ted that :many clients do seek admission 
to the state hospital with problems, needs and expectations beyond 
tne realm of services that the hospital can provide. 
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TABLE 23 
CLIENTS' EXPECTATIONS FROM CREEDMOOR PSYCHIATRIC 
CENTER WITH REFERENCE TO PROBLEMS THEY ENCOUNTERED 
NlDDber of Number of Percentage 
Respondents Respondents· of Responses 
Problems Having Who Expect "Expectations" 
Presented Problems CPC Hele 
                90. 87 28 
Financial 82 59 19 
Family 57 31 10 
Work related 53 39 12.5 
Emotional 53 51 16.4 
Medical 39 30 9.6 
Residential home problems 17 4 1.3 
Drug or alcohol related 8 6 1.9 
Other ...¥- _4_ -b.L 
TarAL 410 311 100.0 
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4. Clients' knowledge of service available in the community. Clients 
unrealistic rexpectations from the state hospital could be interpreted 
in part as a reflection of clients' lack of knowledge about agencies 
that could help them with non-psychiatric problems. When clients 
were asked if they knew of such agencies, a majority of 75 percent 
stated tliat they did not know about these agencies. Only 2S percent 
knew of the existence of the community agencies and of these, 22 
percent had contacted them. This small number of clients had      
tacted social welfare agencies (12 clients), community mental health 
clinics (8 clients), health agencies (4 clients) and the city housing 
department (1 client). Theomajorityof clients who made such contacts 
said that they were not able to get help from agencies involved. 
5. Clients' level of functioningo: In the mid-1970s functional service 
deficiencies became a determining factor in admission. readmission 
or retention of patients in state psychiatric facilities in New York 
State. Functional definitions serve a purpose different from that 
of diagnostic definitions. Instead of defining a condition or 
impairment in terms of the underlying pathology or cause, a functional 
definition points to the effect of an impairment on the person's ability 
to perform one or more life activities, such as self care, communi-
cation, learning or mObility.l 
lDigest of Data on PeraoDS with Disabilities. (Washington, D.C.: 
U.S. Department of Health, Ecilication, and Welfare. Office of HUlllan 
Development Services; Office for Handicapped Individuals, G.P.O., 
O(OHDS), 79-22009-1979). p. iii. 
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As we indicated earlier, a level of care survey is conducted 
at Creedmoor each year to determine which patients should be discharged 
from the hospital and who should remain to be cared for on the hospital 
grounds. The survey sheet scores patients according to their ability 
to perform certain tasks independently without the help of others. 
In designing the questionnaire for our study we included many of the 
level of care·survey questions, We directed these questions to 
clients as well as staff who work           them in the Emergency Housing 
Program. Our aim was to explore whether all clients who seek 
psychiatric admission are low.functioning and dependent individuals 
and unable to care for themselves. Such. a notion is accepted as a 
fact by many who           in and outside the mental health field. 
In the study questionnaire (Appendix 2) clients were asked 
to ·assess their ability to walk, bathe, dress, feed, groom and 
use the toilot by themselves. All clients responded that they 
could perform these tasks independently. Only on the question of 
grooming did one client state that he needed some assistance; the 




THE STAPF ASSESSMENT OF INDIVIDUAL CLIENTS 
Introduction 
The clients' perspectives and assessments of their problems, 
needs and level of functioning.wefe presented in tps·previous chapter. 
However, one could argue that the clients' self-assessments may 
represent their wants rather than needs. l It could also be argued 
that many of these clients lack understanding of their real problems. 
In order to test these notions, we asked staff who worked with the 
clients to identify the clients' problems and               We also asked . 
staff to assess the clients' level of function. We then, whenever 
possible, statistically               the clients' own assessments and the 
staff assessments for any significant variations. 
1.                         of 
Clients' "Problems 
Staff responses listed highly                         problems among the 
majority of clients ·as: housing, financial, psychiatric and family 
lwe acknowledge the fact that it is difficult to separate needs 
from wants, since a stated need may imply the desirability of a higher 
order" end. Gates' example clarifies this" p011it "I need a pencil. implies 
that it is needed to fill some higher order deSire, presumably that 
I want to write ••• the logic of need can easily be expanded to 
inCIiide higher order ends." Given that I want to survive, I need a JOD, I           to publish, I need to write, aDditherefore I need a 
"pencil." See, ·Bruce L. Gates, Social Program Administration - The 
Implementation of" Social Policy (Englewood Cliffs, N.J.: Prentice-
Hall Inc., 1980), p. 102. 
154 problems. Problems that were considered l,ess sign1.ficsnt by the 
staff were lack of home support such. as homemaker services, lack 
of knowledge about services, legal, job-related and medical 
                Table 24 illustrates these data in more detail. 
.. TULE 24 
CLIENTS' PROBLEMS AS IDENTIFIED BY STAFF AT EHP 
ACCORDING TO DEGREE OF SIGNIFICANCE TO CLIENTS 
Highly Less or Not 
Significant Significant Significant 
Number of Nmober of Nmober of 
Problems Clients Clients Clients 
,Housing 83 6 11 
Financial 52 II 37 
Psychiatric 40 33 27 
Family 39 2S 36 
Lack of .knovledge 
about services 24 24 52 
Job related problems 14 9 77 
Medical 11 13 76 
Legal 5 4 91 
Lack of home support 
services 6 3 91 
Staff and clients, interviewed separately, placed housing and 
finances as the top two problems facing clients at the EHP. This 
match of responses disputes the notion· that clients seeking psychiatric 
155 
admission may not be able to identify their real problem as the 
staff perceives them. 
As Table 25 indicates, clients' responses totally              
staff responses in ranking houseing, financial and medical problems 
in order of priority. There was a slight difference, though,between 
clients and staff ranking order of family. psychiatric and work-
related problems. 
TABLE: 25 
CLIENTS' PROBLEMS ·IN 1WlK OiDER AS PRESENTED 
BY CLIENTS AND BY            
Clients'                   Staff Staff 
Problems Resl!onse . Rank Resl!onse Rank 
Housing 90 1 83 1 
Financial 82 2 52 2 
Family 57 3 39 4 
Work-related 53 4.5 14 5 
Emotional and 
psychiatric 53 ,4:5 40 3 
Medical 39 6 11 6 
Remarks 
rs ... 9* 
*Spearman's rank order correlation coefficient test indicated a 
strong relationship·between clients and staff ;rank of problems 
(rs ... 9) 
2. Capaes of Clients' 
. Current Problems 
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The staff were asked to relate clients' problems to certain 
causes. They were also asked to rate these causes as having a 
highly significknt. moderately significant. 
impact on clients' problems. 
low or no significant 
According to staff responses the causes of clients' problems 
could be grouped as                       in Tables 26 and 27. 
It is understandable that the lack of homemaker service and 
the lack of family counselling for marital conflicts were not seen 
as contributing to client's difficulties. The majority of clients 
were young, and, single, ·and therefore least likely to need such 
services. 
The data, however, supported the view that clients do seek 
admission to the state psychiatric facility to alleviate problems 
such as housing and financial nel!ld •. 
Staff responses also listed clients' inability to live on. 
their own for a prolonged period of time as a factor contributing 
to their problems. It seems that the staff had interpreted "inability 
to live on their own" in financial rather than functional terms. 
This inference is based on the fact that a higher number of responses 
indicated that clients' inability to function in community living. 
arrangements vas among the factors which has low or no significant 
tmpact on the clients' problems. Also, as we will indicate later, 
the staff assessment of clients' level of function suggested that 
the majority of clients are able to function independently. 
TABLE 26 
STAPf'                     OF CAUSES WITH HIGH· TO MODERATE 
SIGNIFICANCE OU CLIEh"TS' PROBLEMS 
lS7 
Cause No. of Responses 
Lack of housiDg arrangements. 
Client,' s :lDab1l1ty to live OD nis         .. 
for a proloDged period of t:lme. . 
-. 
Cl.1eDt • s lack of                      
CIJ.ac's relatives'umdll.:f.Dpess to 
haVe 1dID/ber 'back cmeto fear of 








STAFF ASSESStmNT OF CAUSES VIm LOW OR liO 
SIGNUlCAllT IMPACT CD CLIENTS' PBOBLEMS 
Cause No. of Responses 
Lack of bamemaker ·service. 88 
C1ieDt's uaw1lliDgDess to live with his family.      
Lack of family aSClcies ·that can help with 
marital and fam11y problems. 77 
CODfus:1oD as to who is responsible for pro-
v:l.diDg aDd 1IIOD1toriDg services needed for 76 
cUent. 
Cl1endi contiDuing resistance to any suitable 
placement in the ·cCIIIIIIIUDity.·· 75 
Client's inability to function in a community 
living arrangement. 66 
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3. Clients' Needs 
Staff were asked to assess clients' need for certain services. 
Again, housing was at the top' of services needed, followed by the 
need for psychiatric outpatient services. counselling services. 
financial assistance, and employment. The least needed services for 
the majority of clients according to the staff assessment were home-
maker services. meals on wheels, day care, legal services. nursing 
aides,                     to psychiatric facilities. and general health 
services. A review of'the clients' profiles may help explain why 
such services were least needed by this group of clients. As 
indicated previously, the majority of clients were young. male , 
singles who are unlikely to need day care for children or meal on 
wheels and nursing aides services (Table 28). 
In assessing the individual Client's housing needs. the 
staff responses suggested that the majority of clients needed 
independent, non-supervised residences such as private homes. 
apartments, boarding and rooming ,houses (59 clients).' Thirty 
clients were assessed as               supervised residences such as 
                          group homes, supervised group             health-related 
facilities, supervised apartment and family foster homes. Three 
clients were assessed as in need of readmiSsion to the hospital and 
one mentally retarded adult was assessed as                 placement        
the mentally retarded. There were two clients who were picked up 
from Kennedy International Airport, and needed to join their 
families in their own countries. 
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TABLE. 28 











Admission to state hospital 
Legal services 
Homemaker services 
Nursing aide services 
Day care for children 
Meals on wheels 
Highly needed Needed No. Less or not 
No. of clients of clients needed No. 
of clients 
85 7 8 
78 11 11 
74 23 4 
56 9 35 
41 25 34 
34 
20 58 22 
15 23 62 
13 41 46 
12 8 80 
8 9 83 
4 9 87 
2 5 95 
3 0 97 
1 0 99 
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Staff                       of clients' housing needs indicated that the 
                  of clienta (]O%) needed to live independently, either in 
private homes· or apartments or 9ther housing arrangements. Staff 
sssessment also sugges·ted that 23 clien.ts· needed to live in a 
supervised living aCcomModation such as adult homes and transitional 
services programs, Only 7 clients needed to live with their families 
or friends according to the staff assessments. Though staff assess-
ment did not deviate from clients' preferences with regard to        
need for independent living,. staff choices seemed more realistic in 
view·of the clients' limited resources. Rooming houses,· boarding 
houses and co-op living accommodatione were recommended by staff 
more often thsn clients' preferences of private homes or apartments. 
TABLE 29 
HOUSING OYfIONS PREFERRED BY CLIENTS 
AND RECOMMENDED BY STAFF 
Clients' Staff Needs 
Housins 0l!tions Preference ASsessmimt 
Own home or apartment 70 33 
Independent living arrange-
ments (hotel. motel, rooming 
house. etc.) 12 37 
Supervised living arrangements 
(adult homes, foster homes. 
traneitional programs, CPC, 
etc. 10 23 
Friend or relative's home 6 ·7 
Remain homeless _ 2_ _0 _ 
TOTAL 100 100 
Remarks 
rs - ,9 
·      
As Table ·29 shows, there was s strong. relationship between 
clients'housing preferences and staff assessment of clients' housing 
needs. This relationship is confirmed through the use of Spearman's 
Rank Order Correlation Coefficient test (rs a .9) 
4. Clients' Level of Functioning 
In order to examine clients' self-assessment of their abilities 
to perfoDB certain tasks. we directed the same questions to the 
staff who work with them. The data indicated that staff assessment 
of clients' level of functioning did not                 significantly from 
clients' self-assessment. According to staff responses 88 to 90 
percent of the                 were able       bathe. groom and dress themselves. 
The staff assessmene of each individual client's level of 
function·also indicated that the majority of clients were able to 
perform the following tasks independently: 
- Use of public                             in familiar and 
unfamiliar routes; 
- Perform household chores and preparation of 
own meals; 
- Maintaining prescribed medications programs, 
and adequate diet; 
- Outside shopping and management of available money; 
Engagement in leisure time activities and 
socializing with others; 
Seeking assistance with personal problems. 






STAPF ASSESSHIIIIT OF CLIENTS' ABILITY TO PBRFOIIH 
CERTAIN TASKS 
, Abilitv .to perform 
Incle- W1th cllf- llaable 
paDclat neulty 01' 01' l1li-
ly ueecl of aa- will11l8 
TASX slatallCe 
Use. public transportatlOD OD 
familiar route. 77 12 S 
Usea public traDBportatlOD OD 
uofaml1iar routes 64 22 6 
Hauses svailable IIIOUB)' 53 31 S 
4. Haiuts1Da                         m.cllcatloz 
prosram 60 21 8 
S. Bathea ancl Brooms a.lf 90 9 1 
6. Dreaasa self appropriately 88 12 0 
7. Psrforma householcl Chores 
(e.s. cleaus. matea bed, cloea 75 17 2 
                  , 
8. Can 01' does prepare 01' obtain 
oVa meals 62 IS' S 
9. Can 01' doea _:lIltaln adequate 
cllat 64 18 4' -
1 O. lasases in lelsure time 
sctlvlties 66 22 8 
1 1. Shopa outslde the    .. ldence 65 14 6 
1 2. Sociall... with others 70 ' 23 7 
1 3. Takas                       01' aeeka .. a-iatsllCe with problema (a.s. . 
coutacts physician, social 
aecurity, casa workers or 



















The staff also assessed certain aspects of clients' behavioral 
problems. This part of staff assessment dealt with problems that 
affect the client's relationship with others. such as relatives. 
neighbors. employers. etc. Indicators· of the existence of such 
problems included: 
- had trouble at work or at school 
- caused community complaints 
- lost temper or self control 
- had trouble with the law 
- destroyed property 
- did nothing most daxs 
behaved in a bizarre or               fashion 
- disturbed others with unacceptable sexual behavior 
- abused alcohol 
abused drugs 
stole property 
- being dangerous to self 
- being dangerous to others 
As Table 31 indicates the majority of clients (excluding "not 
applicable" and "don' t                 answers from the score) did not have 
behavioral                   which seriously affected their level of function. 
The only problem             was considered mild to severe among the majority 
of clients was complaints                               members about the behavior of 
the client. Also. a sizable number of clients were found to lose 
temper or self. control (23 clients) and behave in a bizarre or unusual 
fashion (21 clients). 
164 
'UaLE 31 
STAn' ASSESSMENT 011' CLIENTS' BEHAVIORAL PBOBLEMS 
OCCUBlIING WITIIDI ONE KONTIl PRIOR TO REPElUIAL 
TO 'DIE EDP 
Witbin tbe last mDDth 2: Yee. Yee. Hot ap- Dou't hae the client: 11114                     pliceb1e Iaunr '/°                              .. 
Bad trcnable at                 at 
adl001 10 8 53 5 
Cauled c01Dp1ainte            
houlaho1d               33 30 8 5 
10 3 10 12 
30 23 2 3 
5 6 3 12 
                                        9 7 2 12 
Did DOthina lDOee daya 23 19 4 9 
Bahavad in a                    
IIDusus1 fashton 27 21 2 7 
                                with UD-
acceptable eezual                   1 2 4 3 
Abused alcohol 4 7 3 12 
Abused dnse 2 4 2 11 
Stole                   2 3 1 10 
BaOft                     to 101f 6 5 0 4 
Baa                       to               6 11 1 4 
" 165 In assessing the clients' ahility to communicate their thoughts 
and needs to others. the staff suggested that a majority of 74 per-
cent of the clients had no difficulty or mild limitations in per-
forming that function. Eighteen clients were assessed as having 
moderate limitations and six as having severe limitations. Only 
one client. (a mentally retarded male) was assessed as unable to 
have meaningful communication with others. 
In general, as             32 indicates. staff assessment to indi-
vidual client.s· ability to fUnction was that 67 p"Brcent we"re 
functioning at a high to moderate level. 19 percent were functioning 
at what the "staff perceived as a low level and 10 percent were judged 
      not able to function on their own upon leaving the program. 
TABLE 32 
STAFF ASSESSMENT OF CLIENTS' FUNCTIONAL ABILITY 
AFTER LEAVING THE EMERGENCY HOUSING PROGRAM 
Functional Ability Number of clients 
Moderate to high level 
Low level 
Cannot function on his own 







"5. Client's Level ,of 'Functioning 
in Relation to His/Her 'Problems 
and Other Characteristics 
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Recent New York State mental health plans suggested that "The 
concept of chronic mental disability                 not only particular 
diagnoses or symtoms, but also a major impairment of ' adult role 
1 functioning. 
Though,this is a descriptive study, we thought that the data 
CQuld be used to gain understanding of the relationship between 
some of the variables mentioned earlier. We tested the study data 
on clients' level of functioning against some clients" character-
              and                                                     selected include, client's 
admission status, client employment status and client's educational 
level. 
Clients' problems included in this analysis were, housing, 
legal, medical, psychiatric, financial, job-related and client 
lack of knowledge about services. 
The relationship between the above variables and client's level 
of functioning were ,tested using X2 as a test of significance. 
Results of the X2             are presented in the fOllowing'order: 
                  admission status 
cl1ent':iI employment status 
                  educational level 
client "s housing and placement problems 
, lFive Year Comprehensive Plan for Services to the Mentally 
III Persons in New York State 1982, New York State Office of Mental 
Health October 1981. p. 91. 
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              IS legal pNblems 
client IS med1cal problems 
cllent's psychiatrlc                
client's                         problems 
client's laCk of knowledge about services 
. as a problem 
* Accordhgly. the analysls of. var1.ance (%2) brought the followinl .. 
results: 
A. 'J:he.               between clieut level of funct1on1ng aad 
. ! •... : .....• 
.... "rABLE 33 
••• 0 : 
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III .. -. ..-..-.-
II 
•• D' •• ' .,1 U L'" I ... Ie" I ._===-...... 
... .. "IDII' 'AMLin 18 .PIICII .. IOS'DiiGWiR - . ...... _................ , . .,. .. 
-I _. _ .... -..I.IIIUW _ 
.1IIiI • ,.. &-. L . , .... '1- • I •     I I I a '1-1---' • I 7.1 l4 I 7 I • . _._ I ... 1 _ 1 •••. I .... 
1 .... I' . , •• 1 M •• 1 
                 
I I " ... 87 1 .. I ... _1_'" I         I _. I ... I 70 •• 
1 ... 171 •• 171.'1 
I' e •• 1- ..... I •• , I 
-1---1---1-'--1 _ 1& .. It '" .,.... &6.' 8.1 .,. 100 •• 
_ ... _ .. - :I.aN69 _tit· c._P-. v. 0 .... cant.'_ .." •• ,..... O.loiiIDI4 ........ Ca..-a..I.J. • ........ lUI a ....... f--' ...... D ..... - . _."'. __ "lcl_ I_Pl.I·. • ... _ ..... a 
_"' .... _1 .. _ 1_ ... 1. • •••• .......... " ...... 0.11",. • .... , ....... '.IU' ..... 11··. ,.. •• ..11..... • ... '1 __ • O, .. S, __ •        =::= :                                       a .-. 
• ,.-",,''''114 .-. -. ••• 0'019 .•• '" 1M -. • ", .••• 1_1 ....... 1:1 _. • .............. 4 • 0.1""'''' M . .......... , . 
........ • ••• 0.18 ..... "Ic_. 0.1041 
....... ., .......... ."..,.... 4 
*A1l Xl tests were cobsldered slgnificant at         level and. below. 
-
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B. The relationship between the client's employment status 
and his/her ],evel of functioning was not significant. 
TABLE 34 
CLIENT'S EMPLOnIBNT STATUS· AND LEVEL OF FtlNcrIONING 
.................................... c.O •• , ... U .... '.DJI aF .................................. . 
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C ..... '. V. O.076H Can"nlll ... v aallt"a' ...... 0.07607 
L .......... ,.1... 0.00000 "''''             • 0.-.0 .a ... 8. .... ........ ,. L ..... CIM.aM,I.). 0.00000 :::::t:::t:                                    ..                 """ ell .......... ,. • 0',0011:1 .. I'" 84 
..... 11·. , ... It. O.CN7SI. .. ... , ........ laI 
Kendell-I 'I.. •• O,eMS'4. .. ... fI...... ..24111 0_ •• 0.:10471 
_ ... ' D , •• -'...... 0.0:17., _a", cia............ • o.ian II'''' ••       • • _r.' DC ...... ' .. '... ..01747 .,.. 0.07630 II'UI aa, ........... • 0.06180 II'UI .4 . ........,. , •• , .... ' •.•• 0.06810 ., ... u,...... 0.2S27 
........ , .' •• In. ob,,",_U .... • " • 
--... _ ..... __ -, .. -._ ..•.. _-_ .. _---_ ..... _ .. _---...... _-----.. __ ... _ .. - ...     ....... _-_ ... _--_ .. _--
c. Tbe relationship between the client's Highest Educational 
Level and his/her level of functionillg was sigDif1cant. 
........ 
r 
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CLIEN': 's EDUCATIONAL LEVEL AND LEVEL 'OF FUNCTIONING 
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D. The relationship between the client's level of functioning 
and his/her housing and placement problems. was not significimt .• 
TABLE 36 
CLIENT!; HOUSING AND PLACEMENT PROBLEMS 
AND LEVEL OF FUNCTIONING 
.................................... CRaB.TAlULATIDN D' ................................. . 
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E. The relationship between the elientla level of functioning 
and his/ber legal problems was not' significant. 
TABLE 37 
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F. .The relationship between the client's level of functioning 
and his/her medical problems was not significant. 
TABLE 38 
CLIENT'S MEDICAL PROBLEMS AND. LEVEL OF FUNCTIONING 
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G. Tbe relationship betweeU: the client's level of functioning 
and nis/her psychiatric pro&lem was significant. 
TABLE 39 
CLIENT'S PSYCllIA'lRlC PROBLEMS AND LEVEL (IF FUNCTIONING 
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H. The relationship between the client's level of functioning 
and his/her financial problems was not significant. 
TABLE 40 
CLlEN'l'S FINANCIAL PROBLEMS AND LEVEL OF FUNctIONING 
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I. The relat:l.onsh:1.p between the client' s level of functioning 
and Ids/her job" re-lated prolilems waS not                          
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J .... The relationship between the client's level of functioning 
and his/her lack of'knowledge about,services available was not sig-
nificant.: 
TABLE 42 
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.. In sllIIIIIIary. Chi-Square Test findipgs suggest: that the 
relationship between both client's admission status and employment 
status are not significant to his/her level of                         as 
assessed by staff. 
The findings suggested that the relationship between client's 
educational level is also not significant to his/her level·of 
functioning as assessed by the staff. 
The findings also indicated that with the exception of 
psychiatric                               problems such as housing and placement 
problems, iegal problems, medical problems, financial problems, job 
related problems or the lack of knowledge about services available, 
did not have significant relationship .to the client's level of 
functioning. 
We should note that the validity of the X2 test results may 
be restricted to the population under study. Sample size and its 
selection procedure are but two factors behind this observation. 
Another equally important               is the fact that the findings are 
based on the assumption that staff assessments of clients' level 
of functioning are             and that their judgment G5 what they 
                      psychiatric problems was acceptable. Non acceptance 
of these latter assumptions could minimize the validity of the 
findings and their interpretations. 
With the above caution in mind we offered some interpretations 
of the findings with the understanding that such interpretation, if 
unable to·stand the validity test, could still be               in develop-
ing new hypotheses and examining some popular notions concerning 
                        admission" to state hospitals. 
There was no signifiaant relationship between th& client's 
level of function and his/her admission" status. This finding 
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                that clients seeking readmission" to the state hospital were 
not' different with reference ta their level of' functioning than 
those who sought admission for the first time. This interpretation 
holds only where .dmission·status is used as a sole                   for 
comparison. Stilte psychiatric fa'cilities in New York are currently 
using level of' functioning as {I criterion for adJqitting and dis-
charging their patients. It was also reported .that prior admission 
is the factor""most predictive of admission to.the New York State 
mental hospitals." It could be suggested on the basis of the 
findings of this study that patients with prior psychiatric admission 
should not'be considered· low functioning individuals and granted 
readmission on' the basis" of' past history of psychiatric hospitali-
zations. 
The' study also suggested that the client 's .. level of function 
is not related to the client's being employed or                      
This' finding was further confirmed in the second part' .of the 
analya1a.wblch·relate.,:c;J.ien,t'a ievel of. functionillS"tO hia/her 
problems. 
HouSing, financial,                       and medical (non-psychiatric) 
problems were not' significantly related to the client's level of 
functioning as assessed by staff. On the other hand. psychiatric 
problems, according to the study.data. were significantly related 
to the client's level of' functioning. One interpretation' to these 
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findings could be that unless         client does have psychiatric 
problems we may be unable to predict his level of functioning on the 
basis of having or not having other social problem(s). 
A conclusion could also be         from the above findings with 
regard to voluntary admission to state psychiatric hospitals. 
Judgmente concerning the level of functioning of clients who seek 
voluntary                     to state psychiatric facilities (on their own 
or through other agents) should be based on whether they are having 
psychiatric rsther than.social problems. It follows that if the 
client's level of functioning is one of the criteria for admission 
to the psychiatric facility,                                                     this criterion 
could be more accurate when based on psychiatric rather than social 
factors. 
ClfAPTEB. VUI 
SERVICE DELIVERY: OPTIONS AND OBSTACLES 
STAFF ASSESSMENT - PART II 
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In addition to the individual assessment of. the client's needs, 
staff opinions were sought on issues which have an impact on clients as 
a group. Line as well as·                     staff of the Emergency Housing 
Program (EBP) responded to this part of the questionnaire. As such, 
this part         the study data                     the .thinking of the EHP 
practitioners, administrators and cODSultants. 
The staff wrote their opinions regarding service delivery, RHP 
as a service option, and causes for readmission to paychistric facili-
ties in general. 
Also, a number of the state mental hospital officials offered 
their opinions on the problem during personal interviews with the 
investigator. 
1. Service Delivery at the Community Level: 
The staff were asked to write their personal opinions about 
the reasons, if any, that the client sample are unable· to obtain 
services through community agencies. Staff opinions on this issue 
could be grouped under two main categories, (A) the client's individual 
.problems and (B) the .system pitfalla. 
According to the staff, many clients           kept away from 
existing resources due to some personal problems, problems such as 
lack of motivation and an "I do not care" attitude. This attitude 
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ia manifeated                 a           degree of dependency not caused by any 
health causes and the expectation         others should take full care 
of them. Behavior problems also included untidy appearance, unwilling-
ness to pay rent despite receiving rent allowance through SSI and 
pufllic assis,tance, not keeping their home env.ironment clean and livable, 
'and non-compliance with clinical treatment such as taking medication 
and attending therapy seSSions at the clinics. These problems, 
according to staff, resulted in housing eviction and service termina-
tion affecting many of these clients. 
It is interesting to note that thestaff'sgeneral sssessment pre-
sents'the clienta as' a mOre dependent and low-functioning g,roup. 
This behavioral profile ia in contrast to the earlier profile which 
was drawn from the staff assessment of each individual client 
                VII). The earlier assessment indicated that, a majority of 
clients are able and willing to I.live independently. It also indi-
cates that the majority of clients function at an acceptable level. 
It appears         the staff opinion about EHP clients as a group 
is a reflection of public attitude about the chronic state of 
dependency of these clients;           opinions'were not fully supported 
by etaff's individual asaessment of clients. 
The above observation applies especially to opinions presented 
&y staff who were functioning as consultants to the program. As an 
example, one consultant's view suggested that "Clients in Fmergency 
Housing are not what they were supposed to be: They have, various 
degrees of psychopathology                     it extremely difficult for 
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them to enter the usual social and community routine. In essence, 
it is nard to draw the line between an inpatient in the ward and a 
client in the Dousing program." Another consultant also wrote" 
clients have chronic proDleas in interpersonal relationships. They 
are not able to manage joDs. Many of thea abuse drugs and alcohol on 
top of tneir problems which makes things worse." The consultant 
further suggested that "staying in Emergency HOusing delayed patients 
from getting proper treatment in many cases." It is interesting to ' 
note that such an observation was made despite the fact that the 
Emergency Housing ProgrAm was not accepting clients with drug Dr 
alcohol probleas. The,number of clients who mentioned having problems 
with drugs'or alcohol did not exceed 8 percent of the sample popu-
lation. 
According to the majority of EHP staff, many of the difficulties 
surrounding sprvice delivery could be traced to pitfalls and gaps in 
the system. Many staff reported that, being former mental patients, 
most clients are the subject of discriBinaeion in housing as well as 
other services due to cOlDDlunity attitudes against them. As a re'sult 
of cOlDDlunity resistance, these clients are unable to locate housing. 
A mental health therapy aide suggested that ". • • It is difficult for 
the community to accept clients for housing because they feel that 
clients do not belong in the cOlDDlunity but should remain in the 
hospital." 
Another therapy aide wrote, "clients have difficulty because 
people in the community do not understand or bave not got enough 
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information about clienta, so moat people are afraid to rent apart-
ments to them ••• " The psychologist wrote, " ••• without i:nterested 
family or relatives, the client difficulties would be no different 
than any other patient leaving the inpatient facility." 
Views relating to the pitfalls of the services delivery 
system were shared by most of the stsff. These views suggested that 
clients have difficulties in obtaining community services-largely 
because of lack of such services as appropriate housing and the 
financial means         could pay· for such houstog when available. It 
was suggested that some clients who have been hospitalized for long 
                      of t:lme discover once they are released .that .the ecol1CDllY 
has drastically changed. They find it much harder to budget their· 
meager incomes from.SSI and/or public assistance. 
Another pitfall which was mentioned frequently is that the 
serv:l:ce system is not designed with the clients'; situation iii. mind. 
The example                 is frequently mentioned by staff concerDBthe approval 
for lavel of care by the City Department of Social Services (form 
418). Processing this form is a subject of confusion, delay, and 
'catch 22' for clients trying to get financial pieces in place. In 
order to get emergency funds, clients need an address (housing). 
Meanwn:tle, they can't get an address because they have no funds. 
TWo of the staff also elaborated on how clients got lost 
negotiattng with various                   and wandering in the bureaucratic 
maze. It was suggested that when clients go to the Department of 
Soc:tal Servi'Ces,' alone, they encounter a bard time. " 
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• .Many do not, 
have the pattence to wait in long ltnes at the department, and that 
there is too IIIIlCI'I. DureaiJcracy :[n ODtS:tning a"sistance." Tlie client 
is' not fam:t1:1:ar witli. aBctly wliat tlie ag!!pcies &ave to offer and how 
to receive assistance. 
S'taff were also asked to assess c0;m.unity services with 
reference to their sdequacy in Meeting         EHP clients' needs. Eighty-
eight percent of staff described                   available in the community 
,as inadequate in meeting the needs of EHP clientele. The staff also 
suggested that tlie following services should be made available and 
accessible to the clients: 
supervised bou.ing and Dousing alternatives in'general 
listeon persons sucli as case managers who can help 
clients get through. tlie               and         as advocates 
follow-up services 
job opportunities programs 
educational and rebabllitat1ve programs geared 
toward self-care especially for those cltents wbo 
are discliarged from the liospital 
2. Emergency Hous1nS Programs as a Service Option: 
In order to elicit staff opinions regarding the Emergency 
Housing Program as a service option we posed thE! following question 
to them: 
If you had to classify clients who were serviced by 
emergency liousing into two'groups, those who bene-
fitted from the service Most and those who benefitted 
least, bow would,you characterize these two groups 
and the problems they presented? 
185 
Hinty-five percent of staff suggested that, as a group, clients 
who benefitted the most from the Emergency Bousing Program were those 
who are highl.y motivated, assertive, cooperative, functioning at a 
hign level. and are not drug or alcohol abusers. Some staff members 
also thought that clients wfto Denefitted most were those who had 
some outside support such as family or friends who are supportive 
and those who can function in a community setting with little or no 
sueprv:l:sion. A social worker summar:l:zed it this way: " ••• those 
who &enefit the most are tbose who really dld not need the service at 
all and were independent enougH to                           affairs wlth a 
min1lllum of support. • • II 
It was' also noted that wHt1e two of the staff thought that 
among those who cenef:l:t the most are c1:1:ents who take their medica-
t:l:on; another two staff memDers ttiouiht that those who were taking 
their med:l:cation did not henefit oecause such medication made them 
very paasive and dependent. It is interesting to note that hoth 
views were expressed Dy             fram the same d:l:scip1lne. 
Clients who were seen as' the'lea'st Hkely to benefit fram 
the 'program By the staff were thoae who dld not meet the program 
requirements mentioned ear1:1:er. Meanwhile. a, program consultant 
felt that some cHents w.ere put at a disadvantage       TIeing placed 
in the "nontreatment" emergency l\ous-ing program at a time w.hen they 
were tn need of psychiatr:l:c treatment. The consultant went a          
furtl'ler to suggest. " ....       think hardly anyliody really beneUtted 
because I' s'ee tne same pat:l:ents comi'ng Daclt and forth. Ten days 
are not enough, to work out adequate housing. The only benefit is 
for tbe patients wl'lo need temporary' l'Iousillg (not permanent)." 
Otber staff suggested'that " ••• the least &enefitter is toe 
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recidiv:l:atic client wl'lo     engages in aftercare, who has 
exhausted every agency in New York City and whose 'act' is to mess 
up any plan made for him/her by'mental health workers. " . . 
3. Reasons for Seeking                         to tbe State Hospital by Clienta 
who are Referred to the EHP: 
One of the troublesome qQest10ns in toe field of mental health 
is the fact that many clients seek readmission to state mental 
hospitals. Seventy-one percent of our client sample sought readmis-
sion to Creedmoor and consequently they were refeT-red to the EHP. 
The study sought an explanation for tois phenomenon. The following 
question was 'posed to the EHP staff: 
"As a group. what are tbe main reasons that clients wbo 
sought,readm:l:ss:l:on to Creedmoor and were referred to the 
EHP, were not able to susta:l:n :l:n community living?" 
Some responses to this qQestion were                                       the' 
individual assessment of client's level of functioning. Five staff 
suggested that clients seek readmiss:l:on because they cannot function 
in the cOlIIJIIUnity setting, "they are more comfortable in a closed 
setting and cannot cope with current stresses of basic everyday 
living." Otoer reasons             were listed' by staff included: 
Inability to obtain financial assistance in time to pay 
tfleir rent (in four responses) 
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Failure to follow througli. witli. previous arrangements made 
for them DY staff such'as attending clinics, 'taking their 
medication, payillg tlleti rent, etc. ('in three responses) 
Premature di,echarge from tlie prog:i:am due to tlie mandated 
10-15 day stay. Sucli. liasty discnarge did not permit staff 
to make proper discharge planning for t1le               to sustain 
liim/herself ill the community, (in two responses) 
Those who were sent to their family were coming back for 
readmission Iiecause their fami:!.y did not want them in view' 
of their Iienaviorial'problems (in f,ive responses) 
Many of, the clients are former mental patients and tliis 
label hindered them in tbe community and brought bhem liack 
to seek readmission ,(m five responses) 
It is important to remind the reader that the aliove responses 
were reported in part II of the staff questionnaire. Part II of 
staff questionnaire was designed tn ,elicit staff opinion oil cHents 
and issues affectillg them as a group. Consequently, staff responses 
liated in this section represent ataff opinions on tlie ssmple 
clientele at the EftP and not on tlia individual clients. 
4. State Hospital                                     Problem: 
After the survey of clients and staff opinions we interviewed 
soma officials at tile state                     Officials interviewed were 
Yousef Havelawala, M.D.", a psychiatr:l:st, and the director of Creedmoor 
Hospital, Leon Goldberg, P!i..D., a psychologist and tbe liospital 
director fQr Community Services; and Angela Maggio, an occupational 
tlierapist and tlia Chief of the Community Linkage Unit wticn administers 
tlie l!'mergenCT HousiDg Program (EHP) at Creedmoor. 
Tlie main purpose of tlie interviews was toe elicit tlie opinions of 
those officials' on the boundaries' of psychiatric services and the role 
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that tha atate hospital pla,a tn providing nonpsycniatric services 
such, as' bousing. 
There was'a cona9nSUB of opinion among hospitsl officials 
tllat lious:lng as' such, :l:B not' a mental Tiealth, ,problem. For persons 
w&o are either homelesS' or have a problem locating housing within 
their own means', the hoap:l:tal 1:n their, view's1'lould not be expected 
to serve as ,a last resort,: As: a matter of                 =Havelawsla 
indicated. for example. that " ••• it :l:S'         the                                   of 
the Office of Mental Hi!altli to provtde liouS':lng for anyone." In liis 
              provtding liouBing :I:S' t'lia i'esponir:l:liility of tlie local govern-
ments t" Creedmoot's role as' a S'tate liospital is to provide mental 
health, care to tliase wOo need' it and not'all of the homelesS' are 
mentally ill." Goldlleri agreeS' with tlist view' and adds tlist the 
State Department of Social Services is mandated &y the law to provide 
appropriate living arrangements only for discharged mental patients, 
especially for those wOo lack a supportive network such as families 
or relatives', Maggio. meanwIdle susgests tliet for thoS'e wlio were 
found in need of psychiatric follow-up a joint effort sliould be made 
htween the hospital and the City' Department of Social Services to 
provide Supervised housing accommodations that suits these patients' 
needs. 
Hospital officialS" op:l:nions regarding that issue could lie con-
sidered a reflect:l:on' of tlia S'tate policy wb:lch they         mandated to 
:Implement at tIie institution' level. 
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As we mentioned earlier the issue of who should provide housing 
to the nomeless and former mental patient is currently a subject of 
intense public debate in New' York City. City officials charge that 
as a result of the massive discnarge of patients from State hospitals 
and tightening of admission criteria wbile faiUng to provide adequate 
cODDDunity services, the S'tate has flooded the city streets with 
thoussnds of homeless' individuals' wandering aimlessly.l State officials 
meanwhile accused the city of attempting 
to make the homeless synonymous with tlle mentally ill and, 
thereby, lay tlle 6lame and the cost for           support 
solely with the State. In so doing, however, it has 
obscured the real facts and issues and held tne mentally 
111 hostage from needed services in their communities.2 
Recently, New' York State decided to                         in financing 
local projects that help' house homeless persons. According to 
published reports, the State allocated about $8.5 million to non-profit 
groups to renovate single-room                   hotels and residences'for the 
homeless.3 
According to Creedmoor offic:l:als, the hospital.··s responsibility 
does and should insure that clients who are discharged from the hospital 
and receiving after care are living in a humane and safe condition. 
l"NewYork City Psycliiatric Wards Overflow as Albany Cbanges its 
Mental Health Role." The New York Times, Dec. 8, 1.980, p. Bl. 
2NewYork State Office of Mental Health. Internal letter to the 
chairman of tlie Senate Finance Committee with attached article to the 
Editor of the New York T:lmes. Dec. 2.!t, 1980. The ar.ticle was published 
as a new story in the New York Times on Dec •. 29, 1980, p. Bl and BU. 
3The New York Times, July 7, 1982, p, B22. 
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This view" is again in'line with the State policy, its laws and 
                          In Queens, the county wnich is served by Creedmoor 
hospital, there were repOrted' abuses' to discharged patients living 
in:·.unl:l:aensed boarding homes. The State Senare. Mental' Hygiene 
and Addiction Control Committee conducted pu61ic hearings on Creedmoor 
grounds to investigate the issue in August 1979. During that hearing, 
Havlrlawala testified that " ••• we nave not done enough in the lase. 
25 years to see that appropriate care, 60th in terms of housing and 
programs' :l:s avatlab1e in the community." He also added ". ' .•. 1 do 
not feel that patients 'snou1d 6e released to live in dingy, unsuper-
vised settings in tbe community, like some of our unlicensed boarding 
homes and single room occupancy notels. Such                   in the com-
muntty are DO better than the back wards of the hospital. Neither 
does tne solution lie in Bringing             patients, or keeping those 
who can be released, for continuing stay in the Mspital. All evidence 
indicates that it is more numane and appropriate to take care of the 
patient within his/lier own cOllllllunity in a .sett·ing wnere he or she 
maintains community ties and continues to playa constructive role. 
At tQe same time it is tne responsibility of the State to see that 
they are not abandoned' after discnarge from the hospita1 • .,I 
ly •. Hav.el1w,la. Toward a ReSPODS ive and Responsible Mental 
Health Delivery System. Testimony given at a Public Hearing on 
CoaDUnity Liv.ing Arrangement for the Mentally Disabled, held at 
Creedmoor Psyoniatr:l:c Center,' Queens Vtllage, N.!:., August 28, 1979. 
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Havelawala also proposed that all mental health programs which 
provide residential as           aa treatment programs in the community 
be mandated to work 'with "an active community advisory Doard for 
that program. Such a tioard, in nis view, should be comprised of 
members' from tlle local community including neighbors", concerned 
relatives'" of patients", memtiers" from tne block association, etc., 
so that the community at large does not feel as a                 recipient 
of S"tate policy wt act:l:ve partiCipant in formulating it. ,,1 
Goldberg testified at the hear:l:ng and stated: 
Unfortunately no program works perfectly even given 
optimal                       of funding, staff:l:ng, and community 
acceptance. Some patients placed :I:n the community will 
wind up in unsatisfactory l:l:ving arrangements where they 
may &e exploited &y landlords who hold tllem as virtual" 
prisoners in their apartments or they may congregate in 
demean:l:ng 'single room occupancies' where tlleir behavior 
gradually deteriorates and tlley become a problem to the 
community. 
As always, the best remedy is prevention and I would urge 
that the Legislature give all possible support to tlle 
Off ice of:                 Health's efforts" to develop " 
the extensive network of community programs and alternative 
nousing arrangements tflat are necessary to make deinstitu-
tional1zation work. To deal with the inevitable but 
hopefully small percentage of placement failures I would 
"suggest support for case management and community outreach 
services. These programs by providing in the first case 
fpr continuous follow-up of all patients discharged from 
the hospital and in the other for the ability to respond 
:lmmed:l:ately in the perSon's natural environment to tlie 
developing crises, "WDuld ena1)le us to-detect"" problem" 
situations early enouih to "take                       action. l 
The Senate Ca.Dittee also heard testimony from the State 
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2 " Commissioner of Mental Realtll who indicated tlist many patient abuses 
are likely to occur in unlicensed 1)oarding homes due to the fact that 
the hospital staff is denied access to patients residing in these 
homes. As a remedy to the situation, tlle State requested the New York 
City Health Department to investigate tnese homes to assure the health 
and asfety of the residents. Be also mentioned the Office of Mental 
Health is considering pos.ible leg±Slative action that WDuld extend 
tbe provisions of Cliapter"S04 to prevent municipal and voluntary 
hospitals from discharging patients to inappropriate or inadequate 
community placements.3 
The Stste Ca.Dissioner of S"oc:l:al Services, m.eanwhile, testified 
at the same hearing and suggested !'. • The population living in 
single room (SRO's) - and pernaps to a lesser degree those living in 
unlicensed Soarding"nomes - end up in these places because we have "DOt 
recognized that planning for adequate and appropriate housing m.ust 
have h:f:g\iest priority in any discliarge plan, at a time of shrillking 
lL. Goldberg.                       ill Community Placement." Test:bllony 
given at a State S"snate pU1)lic Hearing, ..!!E..      
2Stat;ement of Morris Conen, Associate Commissioner, O.M.H. before 
the Senate Mental Hygiene Committee pu1)lic nearing, 3t.      
housing stock, the most difficult to place individuals will he 
pushed into the molti: undesi'ralUe houSing - or as       are already. 
&egiuning to oSserve, iuto the streets and the subways. The 
development of a floua'ing po1:tcy' for' all dependent people, includ-
ing the ever-growing numQer of s,:tng1e iudividua1s', whether they 
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are old or young, mentally or socially disabled, must become a 
Prime Public Policy' concern at the federal, state and local levels 
of government. 111 
Officials interviewed'offered different predictions about the 
future role of Creedmoor aa a State Psychiatric Facility; despite 
differences of opinion, offic:ta1s all agreed that Creedmoor as a 
State hospital will remain as a v1aDle psychiatric service provider 
in tlle County of Queens'.                                   differed, llowever, wita, 
reference to tae scope aud focuS' of'services wnicfl will be provided. 
Hagg:l:o's view' :l:s that Creedmoor will not be the main provider 
of puh1ic                           treatment in the county but will share this' 
respons:l:&ility' equally with the city munic:l:pal and publ:tc1y supported 
private flospita1s. Creedmoor as well as well as municipal and                
hospitals will provide all services needed to persons with mental 
health prolilems including screening, inpatient treatment, follow-up 
and aftercare services. The county will be divided along the lines 
of the health planning map and each, hospital, will be responB'1b1e for 
serving a given area. 
ITestimony g:l:ven by' Karen Friksen Perez, Deputy cammissioner, 
New' Y,ork S'tate Department of Sec:l:a1 S'eririces at a Senate Public 
Rear ing, .!!2.. ..!:.!t. 
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Havelawala                                         that Creedmoor will function as 
a Collllllunity Met.'-tal Healtll, Center' for' tIle county'. It will give more 
emphasis to servicing patients in tlleir own communities rather than 
,in the liospital grounds'. An expansion' of aftercare and community 
clinics, in his view, will facilitate this new trend. 
Goldberg suggested that during tbe coming years Creedmoor will 
provide a DUmber of specific serVices for a relatively small group of 
patients', namely tllose who are tn need of long term care. Tlie reason, 
in Gold1ierg' s' view', :l:s tllat 'tliese patients are unaElle to sustain 
themselves tn'community settings due to severe mental disability. 
Another specific group that GOldtierg referred to is the crim1Dally 
mentally tIl 'tndividuals'i Creedmoor' tn hill' view- will be used as        
alternative to sendtng tRese patients to the custodial and overcrowded 
State prisons and'correction factIities. Subsequent to Gold&erg's 
interview. the state, began to utilize' 'some mental hospitals 'not only 
for criminally insane indtviduals but also for regular criminals as 
well. ' Starting with Pilgrim State Hospital" the State transferred 
more than a thousand inmates from regular prisons       Pilgrim Psycliiatric 
Hospital grounds. Tllis move had taken place on July 1982 despite an intense 
appeal and community pressure to stop,         action tn Suffolk County.l 
There are indications that Creedmoor is also being considered for the 
prison wards option. 2 
l"Prisoner Move to Pilgrim Approved," Nanaay. July 14, 1982, 
p. 1. 
2See: "QUeens Officials Fear Plans to Use Creedmoor as Prisons," 
The New'York Times, June 18,1982, p. B3. 
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It is interesting to note that literature on the changing role, 
function,and utilization of State mental hospitals offers           options. 
However, changing psycRiatric             to prison wards was not perceived 
as a viable alternative.l 9'ome                         that the bospital be uaed as 
a tertiary care faeility.2- a domiciliary care facility,3 or a Commu-
nity Mental Health Center.4 
On the issue of the boundaries &etween psychiatric, services and 
              services. tbe three officials interviewed are of the opinion of 
clear d:l:stinction Setween tlle domain'S of the two sets of eervices. 
However., the opinions of l'Iosp:l:tal                       in one state institution 
may not necessar:l:ly represent: a consensus' among otber officials in 
state psychiatric                        
lAt the time of this writ ins the newly elected Governor of New 
York baa postponed this prison option and no other alternative was .proposed; . 
2.James Barter."State B'osp:l:tals as Tertiary Care FacUities" in 
State Mental Hospitals • .JoIm A. TalSott, (ed.), Human Sciences Press, 
(New-York. 19801, p. 161. 
3R1cbard F;Ller and                   Ewalt,"State Hospitals as Domiciliary Care 
. Fac:Uities,,"         p. 172. 
4Franc:l:s Tyce. "State HOspitals' as Community Mental Health 
Centers", .!2!!!., p. 181. 
CHAPTER IX 
IMPLICATIONS AND BECOMMENDATIONS 
This study has identified clients who sought admission to 
state psychiatric facilities to satisfy non-psychiatric needs. 
The study data suggested that even outpatient psychiatric treat-
ment was not the mos t needed service for many of the ahove group 
of clients. 
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The data also supported earlier reports by Kamerman and Kahn. 1 
These reports indicated that according to officials of a state . psychiatric center in a northeastern community in the United States, 
"some 30 percent of the cases in their services system were there 
not primarily out of psychiatric. need but because of "social 
deficits or problems," (emphases provided) - housing needs, 
financial problems, difficulties in access to health services and 
the like.,,2 
Some would argue that clients should           sought direct help 
from providers of such services in their local community. This 
1Sheila B. Kamerman end Alfred J. Kahn, Social Services in 




argument is based on· the assumption· that ·services are available and 
accessible to these clients on a universal or at least on a means 
test basis. However, the majority of clients interviewed did not 
know of any community agency           could help them with their pro-
blems. Staff working with. those clients suggested that without 
being                   as SSI recipients       clients           not           their 
housing and.financial needs. A psychiatric certificate of mental 
disability is required for those clients to                 for SSI 
                   
It could also be argued that clients' unrealistic expectations 
from· the state hospital is an indication of a thought disorder 
Which may warrant admission for                         observation. However. 
though such. an argument has some validity, itt cannot be used to 
refute the data of this study. As a prerequisite we accepted the 
psychiatric evaluations whicn were conducted on each client in the 
study sample. The psychiatric evaluations                     that these 
clients did not need to be admitted to the hospital for psychiatric 
treatment. Ratner, there was·evidence that the clients needed 
temporary or                   living arrangements at the time they sought 
admission or· readmission to the hospital. 
. One of the Clients' expectations of staff at the mental 
hospital was that the staff supply them with information and act 
as referral agents to other services in the community. Such 
expectations were consiatent with the fact that the majority of 
clients did· not know about services available outside the hospital. 
The staff. however, did not consider lack of information and 
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referral                   as a oighly significant obstacle that contributed 
to                   proolems. Staff opinions are consistent with the 
current view in the field. This view suggests that clients such 
as the Suojects of" tois study can gain access to services only 
after toey are" identified as mental patients. It                   that 
information" and referral services were considered of no value since 
needed services require a certificate of mental disability as a 
basic requirement for access. 
Analysis. of the data tmplied that evaluating clients for 
admission" to psychiatric "treatment should not giva undue emphasis 
to the                   prior hospitalizations and their current housing, 
financial, legal and medical                                         problems. These 
variuoles" did not have a significant relationship to the client's 
level of ""functioning. However, the data suggested that psychiatric 
problems" and                   level       function were significantly related. 
cOnsequently, based on the study data, psychiatric admissiOn 
                    would be Dore"accurate if they were made not on the basis 
of"tne                   of non-psychiatric problems but               on the basis 
of whether the client has psychiatric problems. 
We snould point out that the above findings do not refute or 
support tOe assumption" that it is hard to separate the medical and 
social"·aomponents""of:'1I1ental disease. The study did not deal with 
the                 of· psychiatric                       whether the client did or 
" . . 
did not have paycbiatric probLems that warrant hospitalization upon 
seeking admission to" the state                         facility. 
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The data presented seem to support the argument that social 
problems alone may not constitute a rationale for psychiatric 
admission unless the client also has psychiatric problems. Such 
findings support the argument for state hospital service boundaries 
that cannot be easily crossed by persons with no need for psychiatric 
treatment. 
State mental hospitals can make use of these findings to 
counteract community pressures, which imply that clients with social 
problems should also be "treated" by these hospitals. 
Bestricting state hospital admission to clients who needed 
hospitalization should follow the initiation of service alternatives 
for clients with non-psychiatric problems. The failure to initiate 
such services could further aggrevate the lives of clients with 
urgent non                         problems such as the need for shelter and 
food. Lack of services also will place undue burdens on relatives 
of these clients. 
Many of the state and federal mental health plans that we 
reviewed seem to accept as a fact the assumption that families are 
best able to care for their members who have social and/or emotional 
problems. The findings of this study question the validity of such 
an assumption. There were indications that many families were unable 
              unwilling to provide their members with such needed support. 
There were also indications that many clients preferred to live on 
their own rather than living with their families or friends. 
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Much evidence was presented in Chapter II to support the 
argument that the first admission of mental patients could have been 
in error. It follows that many clients who seek readmission, are 
not necessarily "chronically mentally ill." 
The majority of the clients in this study were seeking readmission 
. after one prior admission. This factor alone may not be sufficient 
to classify             clients       chronically mentally i11.1 
A closer look at the study data reveals that a sizable number 
of the client sample had functional problems in one or more areas. 
The majority of clients were also out of the labor force at the time 
they sought admission. However, clients with such problems could 
be served in less restrictive settings outside the state hospital. 
Community agencies could also be utilized to attend to the psycho-
social needs of these clients. Categorizing these clients as 
"chronically                   ill" increases the               of admitting them 
to the men1:al hos.pital rather than meeting their needs in community 
settings. 
1A chronic mental patient is defined as "a person who 
needs psychiatric services indefinitely to attain and· preserve the 
maximum possible independence from a substantially disabling mental 
illness." See: The Positive As ects of Lon Term Hos italization in 
the Public Sector for ChrOnic Psychiatric Patients. New York. 
Group for Advancement of Psychiatry. MHMC. 1982) p. 6. 
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Recent                   of'a New York State Psychiatric Institute 
study could De used' in support of the above discussion. 1 The study 
which. was conducted on chronic                             patients in New York 
City suggested that patients living with parents or in rundmnl 
single room'occupany hotels' ($BO's) tend to have the highest mean 
number of·rehospitalizations. 2         study further suggested: that 
while patients who lived in parental and nuclear           groups 
bave gooo·support. they experienced a high level of stress. Mean-
whiie,·:patients who lived in SRO's w.ere found to hsve poorer 
supports and                       of stress.3 
With these facts in mind it is reasonable to suggest that 
state and federal planners and policy makers ought to take into 
account whether the' "natural.support system" is. able and willing 
to live up to the expectations of providing needed care and 
emotional support ·to i.ts members. 
The study data and case reviews implied that housing 
resources whicb. are available to persons with low income and those 
who are dependent on puDlic assistance and SSl disability funds 
are very limited. Almost all the clients who participated in this 
study were amoni this group and housing was the most important 
issue··tbat .. affected·:their lives. Thus the findings underscore the . 
lJi11 Goldstein and Carol C. Schwartz, "Housing For Chronic 
Patients; Effects on Outcome." Paper under publication (undated), 
p. 17. 
2Ibid., pp. 20-21-
31&id., p. 23. 
need for what is called supportive housing. Supportive housing 
consists of apartments or small single-family dwellings that are 
shared by two to five clients or former mental patients. l The 
housing is leased by a supervising agency such as departments of 
social services or by the residents themselves. These housing 
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accommodations allow for more independence for the clients and also 
are less costly than supervised                                 as foster care, 
halfway houses or family care programs. 
Based on the current investigation we see a great need for 
a clear distinction·between social services and psychiatric services. 
The identification of each service domain or boundary is a pre-
requiSite. for an effective and efficient delivery system. Data 
presented in this study suggest that clients' problems are further 
complicaced when access to social services become part of the 
psychiatric services domain. The following are specific recommenda-
tions for                               at the                                           state and 
federal levels. 
At tte hospital level, screening for admission to psychiatric 
facilities should be conducted hy highly qualified psychiatric teams. 
Each team should conSist of a psychiatrist, a social worker; a 
psychologist and a.nurse. Members of the team should be familiar 
with services available to clients in the community. The team's 
lSee, New York State Office of Mental Health, Annual Report on 
Community Residences, March. 1981. p. 9. 
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decision not to admit a client should be accompanied by a referral 
to a community "agency that can help the client with his/her non-
                                     
Referrals to psychiatric clinics also should not be applied 
indiscriminately to all clients who seek admission or readmission 
to the             hospital. Clients" who were found not in need of 
                        treatment should not be given mental diagnosis or 
referred to psychiatric clinics. These organizational changes 
could be implemented using the current resources at state facilities." 
In order to" achieve the desired outcome, teams should be given clear 
                in decision making regarding admission with no interference 
from the hospital or community agents. 
At the local level, based on the"findinga that the majority 
of clients lack knowledge about services available in the community, 
an informal referral service should be instituted. The new service 
could follow the British "Citizen Advisory Bureau" DIOdel,l the 
Neighb"orhood Information Center lilodel,2or have a unique" model of 
its own. This new information and referral service will help 
lAlfred J. Kahn, ''Perspectives on Access to Social Services," 
Social Work, vol. 15, April 1970, p. 100. See also an update and 
critique of the British CAB in Cross-National Studies of Social 
Services Systems, United Kingdom Report written by B. Rodgers. 
A. Kahn and S. Kamerman, Editors (New York: Columbia University 
School of Social Work, 1975), Pre-publication copy 
2Alfred J. Kahn, "Service Delivery at the Neighborhood Level: 
Experience, Theory and .Fads," Social Service Review, vol. 50, no. 1, 
March 1976, pp. 23-56. 
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relieve the hospital screenin$ teams of initiating aany referrals. 
a secondary                       which is costly in time and money to the 
hosPital. 
          also seems to be a great need for               counselling 
agencies in tIts comlinmity. This observation is based on the fact 
'that the ,majority of clients were living with families and friends 
before seeking admigsion or readmission to the hospital. Such 
family agencies can offer couias.ell1ng                     and conflict 
resolution to many of'these clients. It is likely that clients 
and their families tend to use the mental hospital as a temporary 
respite. instead of , working on'their problems. Professional help 
througfl.               agencies could be inetrumental in that regard. 
Social workers in tflese agencies could help a family member to 
relocate withaut flaving to seek psychiatric admission. 
The state hospital could also initiate liaison teams to work 
with. the current community facilities which accept discharged 
patients. The tesm's -main function would. be to assist community 
agencies in dealing with clients' problems which do not necessarily 
require readmission to tfle hospital. Creedmoor Psychiatric Center 
"1 
flas' taken a similar                       and                         intervention mobile 
teems for'QuBens county w.ith reported positive outcome. 
T&e state flospital sflould also establish a system to monitor 
its referrals to ,other cOlllliJunity agencies. Such a system will help 
reduce tne'number'of'clients seeking readmission for Don-psychiatric 
reasons. Recent studies have showR high return rates for clients 
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who did not comply with their referral. l 
The aaove recommendations could he instrumental in reducing 
first admissions to the hospital. Problems of clients who frequently 
seek readmission for non psychiatric reasons may require another 
set of actions at the state level, such as the conversion of some 
of the mental hospital's buildings to health related facilities, 
skilled nursing facilities, domiciliary care facilities and 
emergency housing. This arrangement will help ease the shortage 
of such services in the community and minimize the number of re-
admissions which result fram such shortage. 
As a matter of policy the state should insure that the dis-
charged mental patients are not denied access to geriatric, health, 
education, employment and social seryices because of their history 
of psychiatric illness. It is important that former mental 
patients gain access to services which are available to the general 
public. The current practice is that such" clients have access to 
categorically segregated mental health services which enforce their 
isolation from the res.t of the society. 
Meanwhile, many clients with no psychiatric problems attempt 
tQ fit under the psychiatric banner to qualify for needed services. " 
Such practice locks those clients into a career as mental patients 
with insecure identity and erosion of self esteem. It seems that 
lJoseph Morr;l.ssey and Margaret McGreevy, "Admission Screening 
at New York State "Psychiatric Centers: Decision Criteria and 
Applicant Outcomes, "New York State Office of Mental Health, . June, 
1982. 
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the current service delivery demand for the individual to give up 
- to use Maslow'sl hierarchy of human needs - his/her highest needs 
of self-actualization and esteem as a price to fulfill the need for 
security and physical survival. 
Based on the facts presented in the study, it is important 
that clients' access to certain social utilities or services such 
as temporary housing, financial aid and medical care should be 
based on the client's need regardless of his/her psychiatric 
condition. This latter issue involves many                   in the local, 
state and federal laws, statutes, rules and regulations which set 
                        criteria for such services. 
'Changes in the                 service delivery scene should aim at 
facilitating access. Kahn argues that " •••           more people would 
make use of social programs if they knew about them Dr, if knowing, 
they could gain entry.,,2 "Gaining entry" is what clients seem to 
need. The issue is not,whether needs are met, rather, how these 
needs could be met without having to convert these clients to 
mental patients. The conversion process involves changing 'the 
status of the client from an ordinary citizen faced with problems 
of unemployment. housing ahortage, and escalating high cost of 
living to a case of a mentally ill, disabled, unemployable individual 
lAb1:aham Maslow, Motivation and Personality (New York: Harper 
and Row, 1954), pp. 80-106. 
2Alfred J. Kahn, Social Policy and Social Services (New York: 
Random House, 1979), second edition, p. 6. 
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who needs to reside in supervised housing under a psychiatric label 
for a prolonged· period       time. 
As we mentioned earlier, the tightening up of mental hospital 
admissions and stressing the need for information and referral 
services may help maintain the mental hospital as an organization 
but it does not address the problems of clients in situstions 
similar to our study sample. Most services which are needed by 
these clients are offered as mental health services or case services 
rather than universal social utilities. As a result, referral by 
screening teams tD a specialized agency for non-psychiatric clients 
could amount to wishfUl. thinking when there is no room in the 
categorical system for these clients. Further, assessment of the 
neighborhood service centers of the 1960s suggested that these 
centers tend to act "as a·shelter for service providers rather 
than as a single coherent del,ivery                    
News stories and press reports provide us with e;;amples 
of the issue at hand. Recently one such story focused on the housing 
                  in New York City. A single working woman, who struggled 
with the problem for months was quoted in the story as saying. "1: BIB 
tempted to pose as a mental patient and ••• when they release me they 
would put me out on SSl, and they would have to find me housing.,,2 
lAifred J. Kahn,· Service Delivery at the Neighborhood Level. 
op. cit. . 
2''M1ddle-Class Mean Streets," Daily News. June 19, 1980, p. 66. 
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In another news storY. it was reported that improved conditions at 
New York City's public shelters attracted hundreds of people who 
might otherwise remain in other housing alternatives and that 
"instead of continuing to live with friends and relatives who do 
not want them, many young able-bodied men and women, particularly 
those who have just lost jobs, are seeking public shelter. ,,1 We 
noted 'that the shelters'         clients are similar in characteristics 
and problems to clients in our study sample in many respects. 
As mentioned earlier, the majority of the study sample were young" 
unemployed, living with relatives or friends and were unable to 
secure housing accommodations within their limited resources. We 
also noted that none of the clients of the study sample indicated 
that they actually sought admission because they wanted to remain 
in the hospital. (Table 20). 
Based on these facts, it is reasonable to suggest that 
temporary housing programs or clean and safe shelters available 
at all times on a sliding scale fee would be preferable to many 
who seek admission to         state hospital for lodging. SueR a 
stigma free alternative allows clients to pursue their daily lives 
without seeking conversion into a lIIental patients status. Supportive 
apartment programs Which we referred to earlier could also be 
instrumental in dealing with the problem. 
l''Better Shelters in City Drawing YO,ung and Able," New York 
      April 26, 1982, p. 131. 
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A long ter.m solution to the problem at hand, however, calls 
on psychiatric facilities to                 within their boundary limits 
(treatment of mental patients). while clients receive non-psychiatric 
services through                     agencies. This goal could be . 
facilitated through the initiation of community based service 
delivery centers in each locality. These centers could be used as 
an entry point to otber communitY,services including psychiatric 
services. The centers could also &e used as the exit point for 
psychiatric patients after being discharged from the hospital. 
Being the entry point, these centers will insure that psychiatric 
services as well as other services receive·only those persons who 
belong within each service's domain. Being the exit point of the 
hospital's discharged patienU.willalsowaive the mental hospital 
from its o&ligation as· a cus.todian of the discharged patientS in the 
community. This will allow the hospital to devote its expertise 
and funds to better treatment of new patients and ease the concerns 
of some mental health officials who argue that " ••• until we can make 
sure that other people are providing these resources we have to take . . 
an active role."l Relinquishing this active role by mental health 
officials will also discourage clients from using the mental hospital 
as a yehicle to gain access to services upon discharge. Access to 
such services will be facilitated through the new centers without 
the need for psychiatric admission. 
lSee, Dr. Cohen's comments on Current Status of Mental Health 
Services. MIl Training Bulletin, New York State Office of Mental 
Health, vol. 1. no. 2. 1980, p. 1. 
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In                     this option will benefit individuals who need 
psychiatric treatment as well as clients with other pressing social 
service needs. Persons in need of psychiatric treatment would be 
guaranteed exclusive access to such services. According to Gate.!·sl 
formula for measuring service access effectiveness, by excluding 
twenty to thirty percent of the users of psychiatric services 
(those with no psychiatric problems) the service access for those 
who need psychiatric treatment will reach 100 percent. 
Planners of the proposed centers could use the personnel 
social services system (PSSS) as a model of service delivery at the 
local level. PSSS has been introduced by Kahn and Kamerman as a 
viable option after a thorough assessment of the national and 
international service delivery structures. 2 Based on the findings 
lBruce Gates, Social Program Administration: The Implemen-
tation of Social Policy (Englewood Cliffs, N.J.: Prentice-Hall, 
Inc., 1980), p. 146. 
2Kahn and Kamerman's writings on the PSS at the national and 
international level include the following: Alfred J. Kahn,          
Directions in Social Services," Public Welfare, Spring 1976, pp. 26-
31; Alfred J. Kahn, "Service Delivery at the Neighborhood Level: 
Experience, Theory and Fads, op. cit.; Alfred J. Kahn, "Getting Down 
to the Delivery Level," Sharing, vol. 1, Summer 1977, pp. 1-2; Alfred 
J. Kahn and Sheila B. K8IIIerman, "Delivery System Options for the 
Personal Social Services," in Joseph Vigilante and Daniel Thurz 
(eds.), Social Service Delivery Systems, vol. III (Beverly Hills: 
Sage Publications, 1977); Alfred J. Kahn and Sheila B. Kamerman, 
"The Course of Personal Social Services," Public Welfare, Summer 
1978, pp. 29-42; Alfred J. Kahn . and Sheila B. Kamerman, !2E:!! 
Service. in International Perspective (Washington, D.C.: U.S. 
Department of Health, Education and Welfare, 1977); Alfred J. Kahn 
and Sheila B.'Kamerman, Not for the Poor Alone (Philadelphia: 
Temple University Press, 1975); Alfred J. Kahn, The Emergence of 
the Sixth Social Service System," in Social and Rehabilitation 
Record, vol. 4. no. 2 February 1977; Alfred J. Kahn and Sheila B. Kiiiiiei:iDan, ''The Personsl Social ServicBA and the Future of, SociRl Work;'" 
in Kay Dea (ed.) Perspectives for the Future: Social l-lork Practice 
in the                                             NASW publication, 1980), pp. 3-17. 
211 of this study and the review of current                   it is our judgment 
that the PSSS.has a great potential for success in dealing with 
current problems in                 delivery. PSSS ·centers could be a key 
alternative in dealing with problems of mental institutionalization 
and deinstitutionalization. This assumption is based on the premise 
that the new centers will: 
Direct clients to appropriate community housing and 
services through its screening, information and 
referral system. A single entry door will insure 
accountability. 
- ·Handle clients who have problems in living and thus 
limit their chances of being admitted to a mental 
hospital. 
Provide a system of sccountability and monitoring 
of services provided to discharged mental patients 
through a well organized case management system. 
management information system or an adopted system 
which serves·this function. 
Help to destigmatize services to ex-mental patients 
in the community. This will occur due to the fact 
that the center provides services to all community 
residents on a universal basis and not to a categorical 
group. 
The above four functions of the proposed new centers are most 
relevant to clients in situations similar to our study group. 
The centers are also expected       serve additional functions. 
which are helpful to the above group of clients; these functions 
were outlined by Kahn and                   and include: 
Contributing to socialization and development. 
Disseminating information               and facilitating 
access to services and entitlements anywhere in the 
social sector. 
Alfred J. Kahn and Sheils B. Kamerman,"From Social                   to 
Personiu Social Services,"paper prepared far presentation to the 
Expert Group on Global Trends. in Social                   Policies; Vienna, 
Oct. 14-20, 1981, p. 1-27; Sheila B. Kamerman and Alfred J. Kahn, 
Social Services in the United States. op. cit. 
- Providing help, counseling, and guidance which will 
ass-ist individuals and families facing problems. 
crises or pathology to reestablish functional capacity 
and overcome their difficulties. 
-                                 aid, self-help, and activities 
aimed at                         oVercoming problems in community 
living, advocating "changes in policies and programs. 
and service planning. 
- Integrating the variety of appropriate programs or 
services as they impact upon individuals ant families 
to assure co-ordination for         effect. 
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The development of the proposed centers could take different 
foxms and could be publicly or privately administered. However all 
centers should adhere to the "follOWing baSic principles;2 
- Universal access to                   regardless of ability 
to pay. 
- A generalist practitioner as a starting point in 
providing services to insure                               and 
follow-up. 
- Social work as the central profession in providing 
services. This distinction is made on the sssumption 
"that social workers         expected to be most knowledgeable 
about cOllDllanity resources and how to utilize them to 
meet clients' needs. Other professionals are called 
upon as consultants and experts in their specific fields. 
- An integrated free standing system with its own functions 
and funding mandates. 
Thus, the proposed PSS centers' main goal is to integrate 
service delivery at the local level with no need for a categorical 
banner. The center's               and funding mechanisms should also 
lKahn and Kamerman", 'lhe               of Personal Social Services. 
op. cit., p. 16. 
2fhese principles are adopted from Kahn and Kamarman's 
writings on PSS. See, Alfred J. Kahn and Sheila B. Kamerman, The 
Course of Social Services, op. cit. 
allow them to                           services to meet clients' needs rather 
than to satisfy the requirements of the funding sources. 
Planning. programming and implementing the proposed centers 
will require a thorough review of the existing federal. state and 
local legislations, statutes, and regulations which govern the 
current categorical programs. 
                                Problems and Prospects 
Implementation of the proposed system could be perceived as a 
loss of the political gains of the 1960's especially in the field of 
community mental health. The 1960's gains are exemplified by the 
enactment of the Community Mental Health Centers Act (CMHCA). The 
CMHCA committed the federal government for the first time to share 
the cost of mental health services at the local and state levels. 
Some would also argue that a general social service system 
such as PSS would not be a popular idea among taxpayers who prefer 
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to allocate tax revenue to programs for those who are physically or 
mentally ill and not to those who are unable to support themselves. 
According to this             gaining access to services under any banner 
could be a more humane alternative than receiving no services. For 
this reason it has been argued that a strict boundary distinction 
between mental health and social services could create more suffering 
for clients who are not         enough to require hospitalization but who 
do need social services that help sustain them in their communities. 
This view is supported by the fact that there is no agreement about 
214 what constitutes mental illness and mental-health and the difficulty 
in drawing the line between psychiatric. non-psychiatric. mental 
health or social services. 
A second issue is that a holistic. well integrated service _ 
delivery system is likely to be labeled by its opponents as a p1an-
ning venture that threatens the American pluralistic. diverse and 
free system. It was also suggested that a change from the current 
categorical programs to a systems approach is not only dangerous , 
but could be disasterous. Austin in presenting this view indicates 
that " ••• to develop a comprehensive and integrated structure 
which cuts across traditional categorical identifications and funding 
patterns is like walking at midnight through a trigger wired mine field 
in which one mis-step in any direction is likely to produce explosions 
on all sides •••• "1 Austin also suggested that the costs of developing 
a new system are highly visible and the benefits are                        
A third problem in implementing the proposed PSSS is the lack 
of needed political support similar to that enjoyed by many categor-
ica1 programs for the past two decades. 
The above problems represent a real challenge not only to the 
proposed PSSS but to any new innovation that calls for a change in the 
current categorical services scene. 
lDavid Austin."Historical Precedents and the State of Knowledge 
on the-'Comprehensive. Coherent Organization of Social Services'" , 
Paper presented at the Cleveland Foundation/APWA on Redesigning Local 
Social Service Delivery OMsy 1978. p. 8), 
2Ibid •• p. 9. 
215 Meanwhile, the case for PSSS as a new service delivery system 
rests on the fact that providing non-psychiatric service under a 
mental health banner is a costly alternative to clients and society 
in general. For                 such practice tends to stigmatize tbe user 
of tbe service for a prolonged period of time and makes patienthood 
a prerequisite for receiving needed social services. For society, 
the cost of providing psycbiatric treatment is bigh wben compared to 
the cost of social service programs. As an example, tbe current 
cost of treating one patient in a New York State Hental Hospital is 
$323 per day.l The cost is even higber.when the patient is treated in 
a New York City general hospital ($525.00 per day).2 
In addition to tbe higb cost of unwarranted hospitalization, 
providing social services under a psycbiatric banner is not a viable 
oJ'tion even for those who need psycbiatric treatment. As Kahn suggests 
" ••• it can be extremely harmful.to those in need of .case services 
to have the presence of a specific handicap deemed the critical basis 
of assignment of service responsibilities in all realms of a persons 
11fe."3 
A second argument to support the need for PSSS is that fragmentation 
lSee Chapter III, sec. 601 of the New York State Office of 
Mental Health Manual. Fees and rates for services as of             1982, p. 2. 
2Personal communication with Queens General Medical Center in 
New York City and New York City Bellevue Hospital. 
lAlfred J. !ahn, "Social Services and Social Policy," op. cit., 
p. 155. 
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and duplication of services makes it difficult for the client to 
receive needed services and ,leaves ,many gaps in service provisions; 
In proposing the PSSS option Kahn and Kamerman referred to the pit-
falls of the current arrangement and suggested that "The society 
cannot afford parallel systems for all favored groups covering all 
maior life                               The categorical pathway is ultimatelY one 
which consigns us to inadequate service provisions and continuously 
pits one group in need against another."l 
In addition to the stigma. the cost, and service gaps. there are 
other risks in tying the provision of social services to psychiatric 
and mental health treatment. These risks stem,from the fact that 
psychiatry changes its intervention strategies with the change in 
the sociopolitical scene. As a case in point. it has been noted 
that in the 1980's conservative political climate psychiatry is 
moving away from "treating the environment"                 community psych-
iatry and preventive strategies to treating mentally ill patients in 
institutional                     ,,2 A recent report by the Group for the ' 
Advancement of Psychiatry (GAP) acknowledges the above fact. The 
report also questions the validity of the assumptions. premises and 
accomplishments of community psychiatry and community mental health of 
1Alfred J. Kahn and ShaUll Kamerman. "The Course of Personal 
Social Services." op. cit •• p. 41. 
                                                                          Committee on Psychiatry and 
the Community. Group for the Advancement of l's)'chiatry (New JO,rk. 
Mental Health Materials. 1983) p. 43. 
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the liberal· era of the 1960's. The report. is critical of the many 
psychiatrists such as Duhl, Cap1sn and Zuaman who "jumped on the CMHC 
bandwagon. ,,1 
Tqe GAP report meanwhile, supported Barus's view that during the 
1960's era psychiatrists: 
;' ••• deceived themselves into trying to fulfill the 
public illusion that psychiatry could solve societal Rroblems 
• • • Public disillusionment with CMH followed shortly 
thereafter When the impossible could not be delivered. 2 
The risk here is that social services which are funded under 
community psychiatry and community mental health auspices are. 
likely to be abolished whenever psychiatry decides .that community 
care·is not a viable treatment                    
A second risk is that states and localities tend                 the 
non-revenue producing activities (those which are not reimbursable 
                Medicaid and Medicare) from the CMHC services once these 
centers exhaust their eight year federal funding support. Many 
services such as consultation, education and preventive services 
are classified as non-revenue producing activities and, consequently, 
lose their funding.3 
1I.bid. 
2Ibid, p.        
3Dennis P. Andrulis and Noel A. Mazack, "American Mental Health 
Pql1cy: Changing Direction in tbe 80's," Hospital·and·Community Psych-
. ·iatry, vol. 34 (7), July 1983, po 603. 
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The above.risks may not be totally eliminated through the 
implementation of the proposed PSSS. However, as indicated earlier, 
the new system will ensure that policy decisions affecting the delivery 
of social services are based on clients' needs rather than on the 
changing priorities of psychiatry and sources of funds. 
Finally, it is suggested tbae PSSS will offer a unique and 
permanent domain for social· work as a helping                         Such a 
domain is as important to social work as medicine to the medical 
profession and law to the legal profession. 
In concausion, the problems outlined in this study as stated 
by clients and assessed by staff reflected the many gaps in the current 
fragmented non-system of services •. There is a great need for a 
coherent, accessible service delivery system to deal effectively 
and efficiently with these problems. 
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APPENDIX 1 
INFORMED CONSENT FORM 
Note: Clients are told that their participation in the study is 
entirely voluntary and that refusal to participate will not jeopar-
dize their relationship with Creedmoor Psychiatric Center or the 
Bmergency Rousing                   When the               is interviewed by the 
investigator or his associates, she/he is asked to sign the follow-
ing consent: . 
I agree to participate in the study being conducted at Creedmoor Psy-
chiatric Center and to the review of my chart. I understand that the 
purpose of the study is to learn more about clients who sought admis-
sion or readmission to the Center and were referred to the Emergency 
Housing Program. As part of the study, I am being asked some questions 
about aspects of my life·such as living·arrangements, income, problems 
encountered, etc. I understand that           research project does not 
directly benefit me; its goal is to improve service delivery options 
to clients seen at this facility. Any questions I have will be ans-
wered by the investigator or his associates and all my responses will 
be treated as confidential. I am free to withdraw from the study at 
any time. 
         ______________________ ___ 
           ______________________ ___ 
SIGNATURE:....-________________ ___ 
CODE D ______________________ __ 
APPENDIX 2 
Client Questionnaire 
1. Client's code n ----------------
2. Staff code II --------
3. Client sought: 1. new admission ( ) 
2. resdmission ( ) . 
4. Number of readmissions to CPC or other 
                        hospitals within the past year: 
o 1 2 .. 3 4 5 6 7 8 or more 
Referral Information 
s.       referred you to Creedmoor Psychiatric Center? 
1. self ( ) 
2. family ( ) 
3. friend ( ) 
4. school ( ) 
S. police ( ) 
6. private psychiatrist 
7. mental health center 
8. mental hospital ( ) 
9. general hospital ( ) 
10. nursing home ( ) 
11. adult home ( ) 
12. voluntary agency ( ) 
13. other (specify) ( ) 
231 
For Coders Only 
CARD I 
1 - 3 
4 - 5 
6 
7 
8 - 9 
Demographic Information 
6. How old are you? 
1. under 20 ( ) 
2. 20 - 30 ( ) 
3. 30 - 40 ( ) 
4. 40 - SO ( ) 
S. so - 60 ( ) 
6. 60 - 70 ( ) 
7. over 70 ( ) 
7. sex: 
1. male ( ) 
2. female ( ) 
-2-
8. Do you                   yourself with an ethnic group? 
If so. what is it? 
1. White ( ) 
2. Black ( ) 
3. Hispanic ( ) 
4. American Indian ( ) 
S. Asian or Pacific Islands 6. Other ( ) specify _____ _ 
7. Do not knOw ( ) 
9. What is your religion: 1. Roman Catholic ( ) 
2. Protestant ( ) 
3. Jewish ( ) 
4. Other specify ___ _ 
10. At present are "you: 
1. married ( ) 
2. never married ( ) 
3. divorced ( ) 
4. separated (") 
S. common law/living together ( ) 
6. widowed ( ) 








11. What is. the highest grade you completed 
in school? 
'iI of years 
1) elementary scht;)ol :0 1 2 3 4 5 6 7 
2) high. school O· 1 2 3 4 5 6 7 
3) college 0 1 2 3 4 5 6 7 
4) graduate school 0 1 2 3 4 5 6 7 
5) business. tech- 0 1 2 3 4 5 6 7 
nical. vocation-
al school 
6) other (specify) 0 1 2 3 4 5 6 7 
7) do not"know 0 
12. Did you graduate from: 
1) High'Schoo1 ( ) 
2) High School. and College ( ) 
8 or more 
8 or more 
8 or more 
8 or more 
8 or more 
8 or more 
3) High School. College and Graduate School ( ) 
4) none of the'above ( ) 
13. Currently are you: 1) not tn· the labor force ( ) 2) employed ( ) 
3) unemployed ( ) 
14. If not in the labor force. why? 
01) illness. physical ( ) 
02) homemaker ( ) 
03) student ( ). 
04) retired ( ) 
05) unemployable ( ) 
06) mentally disabled ( ) 
07) other ( ) 
08) do not know ( ) 












15. If you are employed. are you employed: 
01. full time ( ) 
02. part time ( ) 
03. N/A 
16. If you are unemployed. are you: 
01. on lay-off ( ) 
02. looking for work ( ) 
03. on rehab workshop ( ) 
·04. N/A 
17. How much money. do' you raceive each month: 
1. none to le88 than $50 ( ) 
2. $50 to le88 than $150 ( ) 
·3. $150 to le88 than $250 ( ) 4. $250 to les8 than $350 ( ) 
5. $350 to le88 than $450 ( ) 
6. $450 to 1e8s than $550 ( ) 
7. $550 to'le8s than $650 ( ) 
8. $650 or more ( ) 
9. do not know 
18. ·What i8 the main 80urce of your. income: 
1. work ( ) 
2. relatives ( ) 
3. retirement( ) 
4. SS or SSI ( ) 
5. own a8sets( ) 
6. public assi8tance ( ) 
7. public assistance and SSI ( ) 
8. no 80urce of income ( ) 







19. At present are you receivins; 
1. medicare benefits ( ) 
2. medicaid benefits' ( ) 
. 3. both medicare and medicaid benefits ( ) 
4. no medicare or medicaid benefits ( ) 
20. If you are not receiving medicare and/9r medicaid 
benefits. what is the reason you are not 
receiving such benefits?" 
1. do not know ( ) 
2. I. am not .e1igible ( ) 
3. did not apply for it ( ) 
4. "MIA (receives benefits) ( ) 
S. other (specify) 
21. I will read you a'list of serVices. You tell me 
which services you expect from Creedmoor: 
: 29 
30 
1. cOUDse11ing 1) yes () 2) no ( ) 
2 •. to 'be given information and referral -3;;:1;---
1) yea () 2) no ( ) 
3. help in' finding a'place to stay 32 
1) yes () 2) no ( ) 
      allow me to stay                       until 33 
I find a place to live 
1) yes () 2) no ( ) 
S. make paper work so I can obtain financial 34 
disability benefits 
1) yes () 2) no ( ) 
6. give me medication 35 
1) yes () 2) no ( ) 
7. other (specify) . 36 





22. What was your living arrangement prior to 
admission to the emergency housing program? 
01. own hOllle or apartment 
02. hOllle of relatlve or friend 
03. boarding house 
04. hotel. motel. rooming house 
05. communlty residence 
06. super?1sed 11ving in psychiatric 
center 
07. faml1y care home 
08. foster care 
09. arranged group 11ving 
10. prlvate proprietary home for adults 
11. other domiciliary care facility 
12. state                         center . 
13. certlfied                       center . 
14 •.                                                           unlt) 
15.                                 (other unlt) 
16. skl11ed nurslng facility 









    ) . 
I J: 
( ) 
, I . , ) . 
( ) . 
t ) : , ) . , . 
( J 
23. I understand that you were               ln emergency 
housing because you did                   a temporary or 
                place. to stay at the present time. 
The following could be some reasons for thls 
·situatlon. Which reason or reasons apply in 
your case? 
1. Do not           money 
1. Yes (')     2. No' C))3. NIA ( ) 
2. Don't want to .llve with parents. 
children. or spouse 
1. Yes ( ) 2·. No ( ) 3. NIA ( ) 
3 .• Parents. chl1dren or spouse do not 
want me to'llve with them 
1. Yes ( ) 2. No ( ) 3. NIA ( ) 
4. Both relatlves and I do not want to 11ve 
together 
1. Yes ( ) 2. No ( ) 3. N/A( ) 
5. Can It find a roOlll Or apartment . 
.1. Ye.s ( ) .2. No ( ) .3. N/A (.) 
6. Landlord does not want.me to stay because 
of my condition 










7. I prefer to· .stay :1n the, hosi)ital 
1. Yes ( ) '2. No ( ) '3. N/A ( ) 
S. I would rather be on my own, in the 
street 
1. Yes ( ) , 2. No ( ) 3. N/A (,) 
46 
9. do not know 47 
1. Yes () 2. No ( ), 3. N/A (,) 
10. other ( specify) 48 
24. Prior to'admission. did you live 
1. alone ( ) 
2. with parents ( ) 3. with' spouse ( ) 
4. with'other family members ( ) 
5. with unrelated room or housemstes ( ) 
6. do not know ( ) 
25. Do' you have family living nearby (within one hour.' 
travel time)? 
1. Yes ( ) 
2. No ( ) 
3. Don't know ( ) 
26. What housing                               do you prefer when 
you leave emergency housing?' 
01. own home or apartment 
02. home of relative or friend 
03. boarding house 





e 1 community residence 
06. supervised living in psychiatric center l 'I 
07. family care home e , 
08. foster care e 1 
09. arranged group living ( I 
10. private proprietary home         adults , 1 
11. other domiciliary care facility e ,) 
12. state psychiatric center C 1 
13. certified psychiatric center C 1 
14. has no preference e I 
15. skilled nursing facility ( 1 
16. health' related facility ( 1 
17. homeless ( I 








27. To what extent .are you able to: 
I 
Neell Need: Need· Totally 
Inde:- SUP!tr MLn- Moder';' Depend 
peri...; vis- imum ate As ent 




. 4 .• Feed 
yourself : 




28. I will read you a list of problems. Tell me 
if this is an ongoing problem for you. 
1. emotional problem yes ( ) no ( ) 
2. housing prClblem yes ( ) no ( ) 
3. fam11y problem yes ( ) no ( ) 
4. problem in the 
:.:resident.hQJlle yes ( ) no ( ) 
5. work related problem yes ( "> no ( ) 
6. drug or alcohol 
problem yes ( ) no ( ) 
7. medical problem yes ( ) no ( ) 
8. financial problem yes ( ) no ( ) 
9. other problem yes ( ) ·no ( ) 
specify .... . .. .... . 
.- - - ._ 'o- J 
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__          
__ -:54 ___ 55 









_:-:--_65 ___ 66 _____ 67 
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29. Do you axpect people at Craedmoor to 
help you with the following prob1em(a)! 
1. _otiona1 
            1. Yea e) 2. No ( ) 3. NIA ( ) 
2. housing 68 
problem 1. Yes ( ) 2. No ( ) 3. NIA ( ) 
3. family 69 
probl8111 . 1. Yes ( ) 2. No ( ) 3. NIA ( ) 4. problem in 70 
resident 
ho_ ' 1. Yes ( ) 2. No ( ) 3. NIA ( ) S. work ra- 71 
1.ted pro-
bl_ 1. Yas ( ) 2. No ( ) 3. NIA ( ) 
6. drug or 72 
alcohol 
prab1_ 1. Yas ( ) 2. No ( ) 3; NIA ( ) 
7. medical n probl_ 1. ,Yas ( ) 2., No ( ) 3. HIA ( ) 
8. fillancia1 74 
probl8111 1. Yes ( ) 2. No ( ) 3. HIA ( ) 
9. other 7S probl_ 
apecify 1. Yes ( ) 2. Ho ( ) 3. HIA ( ) 
76 
30. Do you know of auy other agencias that cen help " 
        these problama,othar than Creedmoor! 
1. Tes ( ) 2. Ho ( ) 
     
31. If the               to 30 is yes, what are theae agencies? 
78 
3.2. If the 8DBWer to '30 is yes, have you attempted 
to contact theae agencias? 
1. Yes ( ) 2. Ho ( ) 3. HIA ( ) 
79 
33. If the auawer to 30 ia yes, what happened when 
you contacted these agencies! 
34. If the answer to 32 is yea, why haven't you 
contacted these agencies! 
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Staff                            
Dear Colleague, 
Our day to day activities in helping clients and patients with 
their problems are enhanced through better understanding of such 
problems and an objective assessment of their needs. For this reason 
your help is being sought in a study"designed to achieve the above 
goal. The following questionaire is one part of the study's tools. 
The questionaire is designed to be filled only by the staff who are 
f currently working with clients in the Emergency Housing program. The 
questions in Pert I of the questionaire will be filled out on each 
client you worked with during the period of the study. The questions 
in Part II of the questionaire will be filled only once during the 
period of the study. 
This study is done under the auspices of Columbia University School 
of Social Work. The conducting of the study was approved by the Chief 
of Service of the Community Linkage Unit, the Creedmoor Institution Re-
view Board, the Creedmoor Deputy Director for Community Services and 
        Creedmoor Director. 
. The information you have given will naturally be held confidential 
and will be analyzed only in general terms. To insure confidentiality, 
you will be given a code number that will be ueed instead of your name 
on the questioneire. Please do not sign your name on any of the quest-
ionaires. 
Thank you very much for your help in filling out the questionaire. 





1. Re: Cl1ent COde fJ __________ _ 
2. Staff COde fJ _________ -:-
Assessment of Client's Level of Function: 
3. Having worked with the' client at EHP for the 
past few days, how'wou1d you assess the 
ability of the' client to communicate his 
thoughts and needs to others: 
The cl1ent has: 
1. no difficulty' ( ) 
2. mild limitation ( ) 
3. moderate limitation C ) 
4. severe limitation C ) 
S. no communication C') 
6. do not know C ) 
4. In your opinion, upon discharge from emergency 
housing, do you think the client could function 
at: 
1. high level () 
2. moderate level () 
3. low level ( ) 
4. cannot function in a community setting ( 1 
5. I cannot predict at the present time ( , 





10 - 12 




5. Uaing available information, check the       for each 242 
item which beat reflect a the client's current usuar· 
manner of performing the following: 
.a .. ".,n .. 
dilhGUUy Unlt.l", 
(tid... or n ... J 01 D ot               .. "nm'lI.          
1) Uaea public trans-
portation On fam-
= 1 ....... """" I . r:--. nol ino" .• apply 3 ..    r-"', 'r- [.Jt.u·1 1          5 ,...., 
I ';. 
I    .. .:...-                .'-',--7 iliar routes 18 
2) Uses public trans-
portation on uufam-




5) Bathes and grooms 
himself 
6) Dresses self ap-
propriately 
7) Performs household 
chores (e.g. cleans, 
makes bed, does laun-dry) . 
8) Can or does prepare .. 
or obtain own mea1a 
9) Can or does maintain 
adequate diet 
10) Engages in leisure 
time activities 
11) Shops outside the 
residence 
12) Socializes with 
others 
13) Takes initiative or 














    . 
I 








Behavior                    
6. Within the last month 
has the client: 
1. Had trouble at work 
or at school 
2. Causad complaints from 
household members 
3. Cauaed community 
complaints 
4. Lost temper or 
self control 
S. Had trouble with 
the law 
6. Destroyed property 
7. Done nothing most 
days 
8. Behaved in a bizarre 
or unusual fashion .. , 
9. Disturbed others 
with unacceptable 
sexual behavior 
10. Abused alcohol 
11. Abused drugs 
12. Stole property 
13. Bean dangerous 
to self 
14. Been dangerous 
to others 
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!           Viii. Nol               SDIID:'. ftpplo. DIn', NO                     IJIC.bIDm             knaN I ,_', 2 , I I , 3 8 -,i " ,--, --I ...-" r--l 
   .... I . _. .'          I r---r--·-      I 31 32 
·33 
34 ,-1--.--, I 3S -.-I I 36 
I I I I , 37 
I 38 







43 l._L . 44 , 
-4-
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Cltentla social and health problems: 
7. The following are· causes of admission to emergency 
housing. Please rank         according to their degree 
of significance for client. 
1. Most significant 
2. High significance 
3. Moderate significance 
4. Low significance 
5. No significance 
1) Housing and placement 1 2 3 4 5 
problems 45 
2) Legal problems 1 2 3 4 5 46 
3) Medical problems 1 2 3 4 5 47 
4) Psychiatric problems 1 2 3 4 5 48 
5) Financial problema 1 2 3 4 5 49 
6) Lack of knowledge 
about services 
available 1 2 3 4 5 50 
7) Job related 
. problems 1 2 3 4 5 51 
8) Lack of support in 
the community such 
as homemakers and 
nursing assistance 1 2 3 4 5 52 
9) Lack of support in 
the home environ-
ment such as family 
and friends 1 2 3 4 5 53 
10) Other problems 1 2 3 4 5 54 
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8. Rank the following services according 
to your assessment of the cliends needs: 
1. most needed service 
2. highly needed service 
3. moderately needed service 
4. least needed service 
5. not a needed service 
legal services 1 2 3 4 5 
55 
education 1 2 3 4 5' 
56 
employment 1 2 3 4 5' 
57 
day care for 
children 1 2 3 4 5 
58 
nursing aid 1 2 3 4 5 
59 
financial aid 1 2 3 4 S 
60 
recreation 1 2 3 4 S 
61 
readmission to 
C.P.C. 1 2 3 4 S 
62 
housing 1 2 3 4 5 
63 
psychiatric out-
patient services 1 2 3 4 5 
64 
health services 1 2 3 4 S 
65 
homemakers 1 2 3 4 5 
66 
counselling 1 2 3 4 S 
67 
meals on wheels 1 2 3 4 5 
68 
rehabil1tation 
services 1 2 3 4 S 
69 
other 1 2 3 4 S 
70 
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9. If housing is a needed service' to the 
client, according to your assessment 
what is the most appropriate placement 
for the client upon discharge from 
emergency housing. 
(mark only one option) 
1) Transitional group home 
(halfway or quarterway house) 
70 
2) Supervised group home (gen-
erally long term) 
71 
3) Skilled nursing' facility 
72 
4) Health related or intermediate 
care facility 73 
5) Family care or foster care 
74 
6) Cooperative apartment, 
supervised ' 75 
7) Cooperative apartment, 
supportive 
76 
8) Board and home care 
(PPNA, adult homes) 
77 
9) Boarding house (includes meals) 
78 
10) Rooming house or hotel 
                      SRO-no meals) 
79 
11) Private home or apartment 
80 
12) Other, specify 
-7-
10. Many factors are considered obstacles 
in providing services to clients. With ref-
erence to this client. please rank each of 
theae factors from 1 to 5 according to the 
following scale: ' 
1. Greatest obstacle 
2. Highly significant obstacle 
3. Moderate obstacle 
4. Manageable obstacle 
S. Not considered an obstacle 
client lacks motivation 1 2 3 4 5 
uncooperative attitude of 
family 1 % 3 4 5 
lack of housing arrangement 
          is appropriate 'for the 
client 1 2 3 4 5 
lack of homemaker service that 
can sustain the client in his' 
her home 1 2 3 4 5 
the client's lack of knowledge 
about available services 1 2 3 4 5 
insufficiert family counselling 
agencies that can help tha 
client with marital and family 
problems 1 2 3 ,4 5 
confusion as to who is respon-
sible for providing and monitor-
ing services needed for        
client 1 2 3 4 5 
admission criteria of most 
placements are very selective 
and as a result the client 
may wind up in the hospital 
as a last resort 1 2 3 4 5 
clie .... t has limited financial 
means and is unable to live 
within these limits 1 2 3 4 5 
client's relatives are hot 
willing to           him back 
because they         afraid 













client is uaab1e to live ·DD 
his own for a                     period 
of time 
client is not ,b1e to function 
in a commUnity 1iviug arrange-
ment 
client doel not want to ltay 
with bis family despite the 
family's Hi11iDgDess to bave 
him with "them 
the client's CODttuuiug res1st-
8uce to any.suitab1e placement 
in the cOllllllUDity 







3 4 5 
17 
3 4 5 
18 
3 4 5 
19 
3 4 5 
20 




11. In your opinion what se_ to b. the main 
reasoDS that               at emergency housing 
have difficulty in obta1n1ng cOllllllUDitv . 
serv.lcea such as housing. fiDaDcial -
assistance.                               aDd the like? 
12 • .According to your ezpep.ence. would you .. 118&8 
IIan1Ces for client. in the cODDUDity .. adequate? 
If DOt. which serv.lcea· shciuld. be made ·available . 





13. If you had to classify clients who 
were serviced by .mersency housing 
into two groups, those who benefited 
from the service most and those who 
benefited least, how would you 
characterize these two groups and 
the problems they presented! 
14. What were the maiD reaBODS that clients who 
sought readmission to emergency h01l8iQ. 







15. Staff code , __________ _ 
16. Sex 1. mala () 2. female ( ) 
17. Staff member's occupation: 
1. case manager ( ) 
2. psychiatrist ( ) 
3. nurse ( ) 
4. occupational therapist ( ) 
5. social worker ( ) 
6. psychologist ( ) 
7. rehabilitation counselor ( ) 
8. mental health therapy aide ( ) 
9. other ( ) 
18. Number of years of schooling of staff member 
1. high school 
2. soma college 
3. college graduate 
4. post graduate 
5. masters' degree 
6. advanced studies 
7. Ph.D., M.D. 
19. Years of experience in mental health or 
related fields 
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Jacaa:l.va pa,.c:la:l.atric:    .. _c ClImc" 
. lIebBbU1cau'911 ·Payc:biacd.c: Eu9:l._: 
" " SIc:I.1la4 JhIn1AS. 24 .... CIIZ8 ad npeniaioa .... fR cbZIIII:I.c               _. _d.c Ulusa ad . 
..... fft 1IId.11a' II1IEIItq n1aced. 1:0 :l.llpa:l.z.. ' 
              . " : 
    IIela1:od.           -latonocU&c8 can 
1JaiC         pad8aca ftq1I:I.rias :l.acona:l.ctIiIIC Il1IftiaS • .. mc:e of 0 aappoft1_                               ... pn" .. d:va 
1IAhn" ( .. o:l.8c_ 'Id.I:h lIatlda8. 4--.. foecl:l.o.S. 
OCc.) • ..,.. _     IIoari 1nIt leu ella SU. 
Superdooll U-ria8       Supenuo' Con 1JaiC (Pl'B) 
        pot::l.8ac nqa:Lrias 1iId.1:8' .. aUt:oac:e ad .... n1au. m ..u cae kd."1U:1.88         __ 
aIdUo. _mS .. -aca1 atcat:f.Oll fft a-Cic: 
                __ ..,. 
      "1:I.-rias :1.8 a p08a:l.1lU:l.cy         a_ pat:La.ca 
1uv:I.aS CIIe ho.,:l.t:a1                       w-tI:LaI:e1,. 1I(I0Il d:I.8-
aIIaqe ft w:l.da             'at:opa 1aacliq co da1a 
ilad8pa4ac:a .. a 1001. 
    CIIe paC:I.eDc vIao :1.8 nady 1:0 ahan     JIIIJra acl-jaac.au. poR:l.a:l.pat:I.aD m ..           pnp_ 
baa may aclvaId:..... B,. pooUa. HBOIlftU. two      
lIOn '-l1li8 an ailla co affari cho 1:081: of _c. 
Ul:illc:l.8a 8IUl foo'. Equally :l.llpoftlliac :1.8 1:IuI aU-
.9:I.a1::I.oa of 111181:1.1aeaa ad feel:l.ap of :Lao1aUoll. 
uh:l.c:h _,.                   ,ad._co up.nac:a uhtm ncam-m. co clla                  
.. 
Skllied Kw:ams 
lac:1llt:1.ea (&NF' a) 
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ID the 10UDtRin House model. the orsaaizaeioD reats 
the spartmene and makes them available :hroush sub-
lease. to 2 or more members ,. They may 1:1.-". :la an 
apartment for·as loas as they wish aad :hey have the 
option to take over the lease Wheaever th4y feel ready 
to do so, Another lmpoztant factor in this prosram 
u the                         of haviDS a hospitaliaed patient 
spend a nlsbt or tw :la the apartment. so as to exp-. 
eriente betas avay from the hospltal;· alao the avatl-
                sa telllporaEY housiDS for a patlent juat tis-
charsed from the hospltal. 
%he ·sk11led nw:a:las fad.1:lty (&NF) afforda the patient 
nlatlvely complete saaist_ 111 actlv1ties of datly 
1191aS. sa vell sa II.8ce.saq' sk11led nurams can; 
zehsb:U.1tatlve senicas, _d _dical agpezviaion. 
Often f0110villS hospltal d1scbaz8e, the nr petlent 
lI.8ads care 'lbic:la _e be pZ'ClV1ded ae hClllle or at a 
. l_r level of :lase1tDd.oas1. care, ID addlelon, SNF'a 
provide can co padeaes vi.tIa lCIIIa teZlll c:laZ01l1c ill-
_.... . .atients tdut an IIIIt lmprDV1Ds or are slavly 
clscer10ndas can lie pc_tlf placed in a SHFI 
the .. patients nqa1ze pedodic rev:1ev of thelr _. 
f.cal st._ by. phya1d.au SIld mediCal consult_tao 
Jfon aped.f:LcaUy, .u-&:1oaa of smr care 1IIc1ude: 
24 hoar _1118 can ad/or aapezvia:lon a. -xI as 
"hysical, occupat1oaal, spaeth and heartas therapy; 
soc1a1 sazvices; clsatal, diet.ry. pha=ac:y and pod-
iatry .. zvicas; ac:d.v1ty prosr- u.cl electrocarcl-
1osrsphy. TIl IIddit:1oa, cUdca1 laboratory aacl rad1o-
1081 sazvicaa _t ... aVld.lable na the prad.ae. or bJ 
Nt:1sfact:ozy .1mIIl....mc; t:Id.a stipulatlon also covezs 
other coasulu._ sanices :Iac1adiaS psyc:la1atry. .A 
system for _dical                   alao •. r&qu£;red. ).. .. . 
DoIdc:l.11a1:)' c-e . IIIIIId.cWary Can Fec111t:1.es. (1ICI" s) are those fadl-
Fac111t:las (DCl's) .1ela. 1Ib1th prov:f.cls saniess co pen0D8 ·who because 
of p.",.lcal. _tal or aacial _or raquire sgpeZ'd.eed 
ree1Uatial ·aad baarcl1A8 care. laUDdEY aacl hotllle-
.. lteeviDs sezvice. as _11 sa.1II1oWul. ualstllDce with 
liz SupenU:l.OII of ea- of-the act1v1t:las of cla117 11'V'-
:laS. 'enD118     this level of care _t lie _taUy 
ad phylllcall'1 able to ... reap0ll8111le for the adIII:I.n-
,utratina of their _ madicat10as md _st not re- . 
quire BIl1 akilled DIInI1IIS aezvice             than that . 
vh1c:1a 1liiY b. prov:1ded by a pubUc health nurse. DCF's 
are considered "social care" rather thaD ''health care" 
:lastitlltlou _d sa sucla are 11cellsed throllsh the 
Hav 'lark State Dept. of Social ·Servic:es. Types of 




                            cara 
racillty for Adult8 
(D Bome) - ODe vh1ch prov14e8 limited health cara for 
rea:l.deat8 who have e.8eat:!.ally atabll:1.zad ehrol1:l.c 
d:l.aorders or d:l.8abil1tl.s, vho are not bedfast mel 
who do lIot require 011 e cOlltilluillg bas:l.8: medlcal 
lIeal.th II&lata4 
(lIIP'8) Faellltle8 
or lliiUiDi cara; sk:l.lled obaervat:l.OII of SymptC11118 
mad rsact::l.OIIs or accurate r,ai:Qrcl.1zlg of facta for 
purposes of nportillg to ti!e                         phya:l.c:l.aa. * 
DcllII1c1l:i.aZ7 care Fac:q.1tlaa' for Mults, Type "D" 
110_. an'lIIOat fraq_tly'raferred to 118 Private 
                    B_a for \Adulta (l'fBA' a) mid bave five 
(5) .01' IlIOn beda. ,", ' 
'llulth Balated racUttlas                   provide ser9:s.ces 
to para_ raquirillg Iiea1th _ aemcea ill aclcl1tion 
to board aad 104gi11g hilt Ilot to the azteat provided 
:IA a SlIP. People:IA 811 BII.I' mq be III1lclly cOllfuae4. 
:IAcoIatillellt (011 ala illfrequat h .. :I.8) ad _cl.1zlg 
occaa:l.OII8l. - bt aot ngular aId.llad                cara, 
(ag; the ciualgiIIg of a dnaaillg aftar a                      
:lAjary). Pen01l8 rellairiag care :la, aa. lIIP g_rally 
_t tile foliorizag cr:I.ter:l.a: 
- they an.                               (a1cnIa or with _c:Iuad.car dds) 
- they l18ed IIOre thaa     .. 8:Lataa.ca v:l.th 0118 
or tw act1v1t:La8 of da1ly liv:lAg - eg; hath:l.1lg. 
4raa8i11g, feecl:lAg, to:l.1etillg - hut aot complete 
.. aist_. u4/or 
- th.y _4 ... istaaca ill taJdDg _clicat:l.OII8. 
Jlra-aclIIIiaa:i.Oll ead parUd:I.a _d1cal. appra:l.aal is re-
qu1re4 for all lIIP raa1data as _U as perUcl1c ev-
a1118t1011 of :laUvi41111l aan:IAg ... ds by a registered 
profeaa:l.OII8l. a=aa :IA orelar to clataZllliDe vbether :111-
d:lvidua1 care ... ela an beillg _t at the appropriai:e 
laval.. IA aclcl1t:Loa. the follov.baS aemeas 11118t' be 
ava11ab1e 011 the pr:8lld.saa or by auitable arrmag._t; 
, activity P1'Ogr_. aocial work. dlmtal care sa vell 
aa pharmaceutical mad other aupport:IAg aemees, (eg; 
cl:IAical, laboratory ad x-ray aarriee.) 
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